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THE DIAGNOSIS AND TREATMENT OF ACUTE AND CHRONIC 
NON-TUBERCULOUS PULMONARY SUPPURATIVE LESIONS* 


BY FREDERICK T. LORD, M.D. 


- Tue chief diagnostic indications of pul- 
monary abscess are cough and explosive expec- 
toration, foul breath and foul sputum, elastic 
tissue in the sputum, dullness on percussion 
over a circumscribed area and certain signifi- 
cant findings on roentgen-ray examination. It 
is needless, now, to comment at length on these 
cardinal signs, but certain aspects may be 
briefly mentioned. A non-tuberculous suppura- 
tive lesion is usually suggested by cough and 
foul, . purulent sputum. Explosive expectoration 
occurs in only about ten per cent of the cases 
and may be taken to indicate the rupture of 
lung abscess, or the evacuation of empyema or 
sub-diaphragmatic abscess through the lung. 
In rare instances, a considerable interval may 
elapse between the formation of pulmonary ab- 
scess and the occurrence of cough and expectora- 
tion. More attention than is customary should 
be paid to the gross appearance of the expectora- 
tion. Careful inspection may, in rare instances, 
disclose actinomyces granules, tumor fragments, 
or foreign bodies arising from without or with- 
in. Regarding roentgen-ray examination, it 
should be emphasized that it is important to take 
films with the patient upright or lying on one 
or the other side, for the purpose of demonstrat- 
ing fluid level in cavities which may be present. 

But the aspect of diagnosis to which I wish es- 
pecially to call attention is the evidence of bron- 
chial occlusion as part of the process. I have 
been much impressed for a number of years with 
the frequency with which this occurs in connec- 
tion with broncho-pulmonary suppurative lesions 
and with the importance of its recognition. The 
common causes of bronchostenosis in such cases 
are foreign body, bronchial tumor, granulation 
tissue or a cicatrix arising in consequence of the 
inflammatory process. Root abscesses are prone 
to cause bronchostenosis by extension of the in- 
fection to the mucous membrane of the bronchi. 
Early diagnosis is especially urgent in the case 
of foreign bodies and tumors and is not imma- 
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terial to the patient with other causes of bron- 
chial occlusion. Prompt recognition and removal 
of inhaled foreign bodies is likely to prevent 
otherwise almost inevitable permanent damage 
to the broncho-pulmonary system. The diagno- 
sis of bronchial or pulmonary malignant disease 
before metastases have occurred makes radical 
removal feasible by lobectomy, provided the 
process is confined to one lobe or a bronchus 
leading to one lobe. 


EVIDENCE OF BRONCHIAL OCCLUSION 


An intimation of inhaled foreign body or 
bronchial tumor as a cause may be obtained 
from the patient’s story. It may be known that 
a foreign body was inhaled. If not, the onset 
of symptoms after operation on the jaw, after 
extraction of teeth or after unconsciousness 
from any cause is suggestive. In any event, 
such initial symptoms as paroxysmal cough, 
dyspnea, cyanosis and sense of suffocation, fol- 
lowed by a latent interval and recurrence of 
cough with gradually increasing purulent spu- 
tum are important.. Unfortunately, in certain 
eases the initial symptoms are insignificant, 
overlooked, misinterpreted or forgotten and 
their absence cannot be regarded as an indica- 
tion of freedom from foreign body. Regarding 
bronchial tumor, it should be appreciated that 
there is, in certain cases, a fairly typical evolu- 
tion and grouping of symptoms. Cough with- 
out expectoration is then the first manifestation. 
Expectoration may not appear for some time 
after onset and is at first scanty, mucoid or 
muco-purulent and not infrequently blood- 
streaked or bloody. The time of occurrence and 
degree of dyspnea depend on the size of the in- 
volved bronchus and the amount of interference 
with the passage of air. If the affected bronchus 
is large, dyspnea is likely to be an early mani- 
festation. Pain is seldom a prominent feature. 
Fever may be expected in about one half the 
cases. 

‘Physical examination usually affords impor- 
tant leidenes for or against bronchial. occlusion. 
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With foreign body there may be valvular ob- 
struction with consequent acute pulmonary in- 
flation in that part of the lung supplied by the 
affected bronchus and tympany on percussion, 
diminished or absent breathing, voice, whisper 
and tactile fremitus, and displacement of the 
heart to the opposite side. I have not observed 
this type of occlusion in other than foreign body 
cases. More commonly, the bronchial occlusion 
accompanying suppurative lung lesions is of 
such a nature as to give rise to absorption of air 
and collapse of that part of the lung supplied 
by the occluded passage. This type is common 
in the presence of foreign body and tumor, 
granulation tissue or a bronchial cicatrix. Ex- 
amination shows restricted expansion of the 
affected side, and over that part of the lung sup- 
plied by the closed bronchus diminished or ab- 
sent breathing, voice, whisper and tactile fremi- 
tus. The heart is likely to be displaced toward 
the lesion, and the intercostal spaces narrowed 
on the affected side. 

Roentgen-ray examination may afford direct 
evidence of a foreign body composed of metal, 
bone or ivory, but indirect evidence is much 
more often obtainable. With valvular closure 
from foreign body, the obstructed side is more 
transparent, the mediastinum is displaced to the 
opposite side and the diaphragm is depressed, 
flattened and relatively immobile on the side 
corresponding to the lesion. Comparison of 
films taken at the end of inspiration and at the 
end of expiration accentuate the appearances 
due to acute pulmonary inflation. Absorption 
of air in consequence of complete bronchial oc- 
clusion may be indicated by narrowing of the 
intercostal spaces, elevation of the diaphragm on 
the affected side, displacement of the heart and 
mediastinum toward the lesion and an increased 
density of that part of the lung supplied by the 
occluded passage. 

A homogeneous increase of density due to 
atelectasis may suggest the presence of pleural 
fluid and exploratory puncture may be necessary 
to settle the question. As shown by Churchill 
(Arch. of Surg., 11, 1925, p. 489), collapse of a 
lower lobe may be recognized by the presence of 
a triangular area of marked density with its 
apex rising toward the hilum and its outer angle 
fusing with the shadow of the diaphragm. The 
characteristic appearance of this triangular 
shadow is well shown in his roentgenogram 
(Figure 9) of a specimen at autopsy with com- 
plete atelectasis of the left lower lobe. During 
life, as may be seen in his illustrations and as I 
have had occasion to observe since he called at- 
tention to the matter, the collapsed lower lobe 
appears as a dense homogeneous shadow in the 
cardio-phrenic angle. The inner and lower 
borders of the triangular area are hidden by the 
heart and diaphragm shadows, while the outer 
border is seen as a ‘‘well defined line rising 
toward the hilum mesially and fusing with the 


shadow of the diaphragm laterally.’’ Encapsu- 
lated empyema may appear as an equally dense, 
sharply limited shadow at the base, but its up- 
per border is not likely to assume the same in- 
clination as is seen with collapse of the lower 
lobe. It is probable that collapse of other than 
the lower lobes gives shadows of a sufficiently 
distinctive shape to be of diagnostic value. 


LIPIODOL IN THE DIAGNOSIS OF LUNG SUPPURATION 


Effort has been made to improve the diagnos- 
tic value of radiography by the use of lipiodol. 
My experience with the method is for the most 
part confined to the interpretation of films after 
lipiodol has been given through the broncho- 
scope. In the presence of lung abscess, the in- 
sufflated material outlines the bronchi in parts 
of the lung about the abscess and, owing to the 
usual lack of free communication of the bronchi 


with the abscess, the opaque substance seldom 


enters the affected region. The abscess is in 
consequence shown as a blank on the film. In 
a few instances, however, with patent bronchi 
and previous evacuation of the contents of the 
cavities, the lipiodol enters the affected region 
and shows a fluid level. Bronchial occlusion 
may be shown as an abrupt termination of the 
Opaque substance or as a constriction of the 
lumen of the bronchus. In cases in which a 
definite single cavity can be demonstrated by 
roentgen-ray examination the use of lipiodol 
seems unnecessary. In cases in which the na- 
ture of the pulmonary involvement is uncertain 
it may serve to demonstrate the presence of mul- 
tiple excavations not otherwise to be determined. 
Its chief value is in the diagnosis of bronchiecta- 
sis. 
BRONCHOSCOPIC EXAMINATION 


In most instances evidence obtained from the 
history, and from physical and roentgen-ray 
examination as already noted is sufficient to lead 
to the diagnosis of probable bronchostenosis and 
when this is suspected, bronchoscopy is indicated 
to settle the question and establish the nature of 
the obstruction. Obstruction of a primary 
bronchus or one of its branches is_ not 
likely to occur without significant physical 
and roentgen-ray findings and their absence is, 
in consequence, to be regarded as evidence 
against bronchostenosis affecting these passages. 
Inasmuch, however, as experience is as yet not 
sufficient to exclude stenosis of the air passages 
in all cases and especially a disturbance in the 
smaller bronchi by these means, it seems desir- 
able that all patients with localized suppurative 
lesions be investigated by bronchoscopy. | 

TREATMENT 

Properly to judge the merits of various thera- 

peutic methods it is necessary first to know the 


natural or spontaneous evolution of the disease 
uninfluenced by treatment, but unfortunately 
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for obvious reasons this cannot be accurately 
estimated. With full realization of the possible 
errors in such a calculation, I have elsewhere 
attempted to determine the theoretic outlook in 
unoperated abscess and reached the conclusion 
that out of every one hundred cases seventy-five 
may be expected to die, fifteen to survive with 
the pulmonary suppuration still persisting and 
ten to recover completely from the disturbance. 

Medical Treatment—Under rest and postural 
drainage ten per cent can, in general, be expect- 
ed to recover completely. A consideration of 
the duration of the disease at the time the pa- 
tient first comes under observation makes it 
evident that almost without exception only those 
with a short previous duration recover by such 
simple means as this. If the disease has lasted 
eight weeks or less the chances are about one in 
five that there will be complete recovery. The 
longest period of symptoms previous to the insti- 
tution of rest and postural drainage and com- 
plete recovery in my experience has been three 
months. A site of the abscess at or above the 
level of the lung root, in about three-quarters of 
the cases in this group, suggests that involve- 
ment of the upper part of the lung favors re- 
covery by increasing the drainage. The in- 
tensity of the septic manifestations and the size 
of the suppurative lesion are factors of moment 
in the outcome and it may in general be said 
that the less marked the sepsis and the smaller 
the lesion, the better the chance of recovery. 
There is, however, much variation in individual 
cases with respect to these matters and in cer- 
tain instances recovery has occurred in spite of 
marked septic manifestations and abscesses as 
large as an orange or a grapefruit. 

Treatment by rest and postural drainage is 
indicated, then, in the acute suppurative lesions 
and should be continued for a period of some 
weeks, progress, meanwhile, being estimated by 
observation of the general appearance of the 
patient, the temperature and pulse, the amount 
and charatcer of the expectoration, the white 
count, and the increase or decrease of the lesion 
as determined by physical and roentgen-ray 
examination. Improvement in the patient’s 
general condition, subsidence of fever, lowering 
of the pulse rate, diminution in the amount of 
sputum, lessening or absence of bad odor to the 
breath and the expectoration, and diminution in 
the size of the lesion are favorable indications 
and call for a continuance of the method. Re- 
covery is usually gradual and accomplished only 
after a period of one to several months. The 
longest interval between the institution of rest 
and postural drainage and complete recovery in 
the cases proceeding to complete cure by this 
means in my series was about six months. 

It is to be appreciated that in treating acute 
cases by such conservative means and postpon- 
ing surgical intervention the patient is thereby 
subjected to the danger of spread of the infec- 


tion into nearby or remote parts of the lung, of 
the development of cerebral abscess, empyema 
or septicaemia and the occurrence of fatal 
hemoptysis. But these risks are unavoidable in 
patients with lesions not amenable to other 
forms of treatment and it seems justifiable to 
disregard them for a time at least in those with 
acute suppurative lesions too deep seated to be 
readily evacuated by incision and drainage. 
Acute single abscesses near the periphery of the 
lung, however, can be treated surgically with 
comparatively little risk and resort to operation 
should be made after a short period of observa- 
tion and failure of rest and postural drainage 
in such cases. 


The previous duration of the suppurative le- 
sion is the most important single factor in the 
decision whether or not to resort to rest and 
postural drainage. The longer the disease has 
lasted, the less the chance of recovery without 
radical treatment and relief by these palliative 
measures is hardly to be expected when the 
process has lasted longer than two to three 
months. 

As already noted, bronchoscopic investigation 
is indicated in all patients with evidence of 
bronchostenosis and is desirable in those with 
localized suppurative lesions. The chief value 
of the bronchoscope as a therapeutic agent lies 
in the removal of foreign bodies and the more 
promptly they are removed the more favorable 
the results. Extraction within a few hours 
may, with few exceptions, be expected to be fol- 
lowed by subsidence of the inflammatory swell- 
ing and erosion of the bronchial wall at the site 
of the impaction and complete return to normal 
function. It is quite otherwise, however, with 
foreign bodies which have long remained im- 
pacted in the air passages. The region of the 
impaction is then almost invariably the site of 
purulent bronchitis and ulceration of the bron- 
chial wall, with extension of the inflammatory 
process to the peribronchial and neighboring 
pulmonary tissue. That part of the lung sup- 
plied by the occluded passage soon becomes in- 
volved with acute bronchopneumonia, which ter- 
minates in indurative pneumonia, complicated 
by single or multiple areas of abscess, gangrene 
or bronchiectasis and involvement of the pleura. 
A grave responsibility rests on the medical pro- 
fession to make the earliest possible diagnosis 
of foreign body inhalation and proceed at once 
to bronchoscopic extraction in order that such 
chronic and permanently damaging, secondary 
inflammatory processes may be prevented. 
Notable improvement and even complete cure 
may in certain cases be expected after removal 
of impacted foreign bodies of long standing, in 
consequence of the improved drainage of the 
affected part of the lung. 

The bronchoscopic treatment of lung suppur- 
ation of other than foreign body origin has, thus 
far, proved of only limited value. At the re- 
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cent meeting of the American Association for 
Thoracie Surgery, however, Kernan reported 
that of 68 patients with pulmonary abcess 
treated three or more times by bronchoscopy 29 
were clinically ‘‘cured.’’ As the percentage of 
favorable results in his series is nearly double 
that which may be expected by rest and pos- 
tural drainage alone, his results should stimu- 
late wider use of the method. In one of my 
series bronchoscopic treatment was finally suc- 
cessful under circumstances which suggest that 
the favorable outcome may be ascribed to the 
method. This was the case of a man of 30 who 
developed a pulmonary abscess following tonsil- 
lectomy and came under observation after the 
disturbance had already lasted for two months. 
Owing to the site of the process deep within the 
substance of the left lung near the root, incision 
and drainage were too dangerous to recommend 
and he was treated by rest and postural drain- 
age for three months. During this period, 


there was some increase in the extent of the pul-]. 


monary involvement. He was then sent to Chev- 
alier Jackson, who found inflammatory swelling 
of the left bronchus and the orifice of the left, 
upper lobe bronchus with broadening of the 
spur between the left upper and the left lower 
lobe bronchial orifice. There was slow improve- 
ment under bronchoscopic aspiration and lav- 
age. In the succeeding thirteen months he was 
bronchoscoped 79 times and finally made a com- 
plete recovery. 

Further experience with artificial pneumo- 
thorax is necessary before its merits can be esti- 
mated in the treatment of non-tuberculous 
suppurative lesions. It is chiefly to be consid- 
ered in acute abscess, deep within the lung, with 
a free pleura and open bronchi. Reports in the 
literature are favorable and suggest that a 
larger percentage of recoveries can be obtained 
by its use than by rest and postural drainage 
alone, but Whittemore and Balboni, reviewing 
the experience at the Massachusetts General and 
the Peter Bent Brigham Hospitals, find that of 
seventeen pulmonary abscesses only two were 
cured, and of five cases of bronchiectasis only 
one was cured. There is, unfortunately, con- 
siderable risk of the rupture of pleural adhe- 
sions by the introduction of air into the pleural 
sac in patients with lung suppuration and a re- 
sulting empyema adds a dangerous complication 
to an already serious situation. 


Surgical Treatment—Non-tuberculous sup- 
purative lesions should always be regarded as 
surgical affections and as the chance of surgical 
relief diminishes with the lapse of time, it is 
especially important to appreciate the indica- 
tions for radical intervention in the acute cases. 
The decision to. advise operation is made more 
difficult on account of the tendency toward com- 
plete recovery in about one out of every five 
eases in this group. This is, however, only a 
small proportion, the mortality under expectant 


treatment is high and incomplete recovery is 
followed by permanent damage to the lung with 
constant danger of serious and even fatal com- 
plications. There should in all cases be a pre- 
liminary period of observation during which the 
site and character of the process is determined 
by a careful history, physical and roentgen-ray 
examination and investigation of the sputum, 
the patient being treated, meanwhile, by rest 
and postural drainage. Incision and drainage 
offer a better prospect of complete relief and a 
lower mortality than may be expected under 
conservative management with a single circum- 
scribed peripheral lesion, and such a process 
should therefore be treated surgically after only 
a short period of unfavorable progress under 
observation. The outlook is better with single 
than multiple abscesses, but the latter are not 
necessarily a contraindication to operation. An 
overlying adhesive pleurisy greatly diminishes 
the operative risk. If the pleura is free, the 
operation must be done in two stages and in any 
event differential pressure anesthesia should be 
readily available. Abscesses deep within the 
lung and especially root abscesses are not 
amenable to surgery without a high operative 
mortality. 

The chance of complete cure by incision and 
drainage with abscesses which have lasted for 
months or years is much less than with the acute 
destructive lesions. Even when the process is 
circumscribed there are likely to be multiple 
losses of substance in the involved region and 
drainage of only one of several cavities is of 
little value. Induration of the neighboring 
lung tissue delays or prevents closure of the 
cavity and a persistent bronchial fistula is com- 
mon. Uncontrollable hemorrhage following the 
injury of blood vessels in dense tissue adds to 
the operative risk. Lobectomy or cautery exci- 
sion may be considered for chronic multiple 
lesions confined to one lobe. Owing to the high 
operative mortality, however, these measures can 
be recommended only for lesions which the pa- 
tient finds intolerable. 

Phrenicotomy and thoracoplasty may be ap- 
plied to chronic unilateral broncho-pulmonary 
suppurative lesions with the prospect thereby of 
alleviation rather than cure. Partial relief thus 
attained with little operative risk is worthy of 
consideration in certain cases. These measures 
are, however, less serviceable for non-tubereu- 
lous than for tuberculous lesions. 
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RADIOGRAPHIC ABNORMALITIES OF THE ILEO-CECAL REGION; WITH A 
DISCUSSION OF THEIR INTERPRETATION®* 


BY EDWARD S. EMERY, JR., M.D., 


In the last few years at the Peter Bent Brig- 
ham Hospital, we have seen a group Of cases in 
which X-ray studies have shown a localized irri- 
tability or a definite deformity in the ileo-cecal 
region. While these findings have varied con- 
siderably in degree in the different cases, they 
have been quite similar in type. They have ap- 
peared only in the terminal ileum in a few cases, 
in others only in the cecum or part of the as- 
cending colon, but occasionally the whole area 
has appeared irritable. 

The unusual feature is that these findings 
have not often been associated with evidence of 
irritability elsewhere in the gastrointestinal 
tract. A barium enema, for example, would fill 
the colon evenly and well without spasm as far 
as the ileo-cecal region. There its progress 
would be interrupted, and, if the part should 
fill, it would do so imperfectly or empty again 
immediately. The impression formed at fluoro- 
scopic examination is that the condition is one 
that calls forth contractions of the intestinal 
musculature which are different from those seen 
in the so-called ‘‘spastic’’ colon. 

Certain facts point to a pathological process 
of some sort in the ileo-cecal region. In the 
first place, very few cases in which the intestinal 
tract is studied by means of the X-rays show 
this localized irritability. A functional condi- 
tion is improbable, because the appearance is 
not that of generalized spasticity and because the 
patients do not give the impression of being 
neurotic. Indeed, it is notable that the symp- 
toms and clinical findings were, in the majority 
of the cases, considerably alike, and usually 
pointed to some disturbance in the right lower 
quadrant. Some eases also showed very marked 
irritability when barium was given by mouth as 
well as in an enema. 

Twenty-one cases have been collected which 
have shown these localized changes either by 
barium enema, barium meal, or by both methods. 
The technique was the standard one used in this 
hospital for gastrointestinal study. A barium 
enema is given in the afternoon, following the 
administration of 30 ¢.c. of castor oil the evening 
before and a cleansing enema in the morning. 
When the stomach is to be studied, the patient 
is given 90 gms. of barium with a light break- 
fast. Six hours later he is examined under the 
fluoroscope, and is given 90 more gms. of barium 
as a drink flavored with malted milk and vanilla. 
A twenty-four hour examination is done when- 
ever it is indicated. 

Nearly all of the cases had symptoms or signs 
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referable to the intestinal tract, and these usu- 
ally pointed to a diseased condition in the colon 
or right lower quadrant. Thus, eight complained 
of colicky pain relieved by defecation or enema; 
seven complained particularly of pain in the 
right lower quadrant. Nine had diarrhoea; 
three had diarrhoea alternating with constipa- 
tion; two had constipation; the other seven had 
normal bowel movements. Six patients had a 
palpable mass in the right lower quadrant and 
five of them had more than normal tenderness in 
this region. Five who had no mass had definite 
tenderness in the right lower quadrant. 

It is well known that tuberculosis and carci- 
noma are the two most common diseases affect- 
ing the ileo-cecal region and roentgenologists 
have long recognized that tuberculosis may 
cause deformity or irritability there. We there- 
fore considered tuberculosis first in our series, 
and found that cecal tuberculosis was definitely 
established by pathological examination in four 
cases and was clinically probable in seven others. 
It was absent at pathological examination in 
three, and ruled out clinically in the rest. 

A clinical diagnosis of intestinal tuberculosis 
rests upon the following points: the presence of 
tuberculosis elsewhere in the body, most com- 
monly and easily found in the lungs; the history 
of intestinal disorder, usually diarrhoea; the 
presence of blood and acid fast bacilli in the 
stools; and X-ray observations of deformity or 
irritability in the intestine. It has always been 
a difficult diagnosis to make. The finding of 
blood in the stools is ineonstant. One cannot 
be sure that tubercle bacilli in the stools do not » 
come from swallowed sputum, and they may be 
absent in the presence of marked intestinal ul- 
ceration. Indeed, there have been no accurate 
means of demonstrating tuberculous enterocoli- 
tis. If a patient with active pulmonary tuber- 
culosis had gastrointestinal symptoms, one could 
do little more than hazard a guess as to intestinal 
involvement. The situation is even more diffi- 
cult in a patient with a quiescent pulmonary 
lesion. Yet early diagnosis is of the utmost Im- — 
portance now that we have as valuable a mode 
of. treatment as the ultra-violet ray appears to 
be 


Apparently this can be accomplished now by 
means of recent improvements in the technique 
of X-ray examinations. Brown and Sampson’, 
who are chiefly responsible for this advance, give 
a barium meal at a stipulated time. Seven hours 
later the patient reports to the roentgen-ray 
laboratory for fluoroscopic and radioscopie ex- 
amination. From this time on, observations are 
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made at one-half hour or three-quarter hour 
intervals until the ninth or tenth hours follow- 
ing ingestion. In other words, frequent examl- 
nations are made at the time the barium is pass- 
ing through the lower ileum and colon. Using 
this method, these investigators have summar- 
ized their diagnostic criteria as follows: ‘‘Gen- 
eral hypermotility, with complete or nearly com- 
_ plete emptying of the colon in twenty-four 
hours; failure of the cecum or of the ascending 
colon and hepatic flexure to retain the barium; 
or the presence of spasm or filling defects (ir- 


results and command great respect for diagnos- 
tic methods of such high accuracy. They give 
promise of going far toward clearing up a very 
troublesome problem. Several questions arise, 
however. Is every localized irritability of the 
ileo-cecal region due to ulceration? If not, what 
criteria must be established for making such a 
diagnosis? What is the cause of the irritabili- 
ties that are not due to ulceration? How many 
of these cases have tuberculosis as the cause of 
the ulceration? 

In our series there were four cases (Nos. 1, 4, 
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regular contour, lack of haustrations); or of 
confirmed segmentation, with or without dilata- 
tion of some coils of the small bowels; ileal 
stasis; and gastric retention are the essential 
points when the intestine is studied at the third 
to the tenth hours, and again at the twenty- 
fourth hour. These findings indicate ulceration 
only, but when pulmonary tuberculosis is pres- 
ent, tuberculous ulceration can be safely diag- 
nosed. The barium enema usually confirms the 
fact that the cecum or other portions of the colon 
may fail to receive or retain the barium.’’ 
They made a positive diagnosis of ulcerative 
colitis of tuberculous origin in 869 cases, of 
of which sixty-two were subjected to operation 
or autopsy and the diagnosis confirmed in all. 
They also made a negative diagnosis of tuber- 
lous colitis in 1726 patients, of which forty-six 
were examined pathologically and the diagnosis 
supported in all but two. These are impressive 


6, 8) in which tuberculosis of the intestines was 
proved at operation. It was definitely ruled out 
in three cases (3, 10, 14), by operation in two 
and by autopsy in one. It was diagnosed clini- 
cally in seven cases (2, 5, 9, 11, 19, 20, 21) with- 
out an opportunity for confirmation by patho- 
logical examination. All of the seven had def- 
inite pulmonary tuberculosis and the signs and 
symptoms of active intestinal disturbance. 

In the remaining seven cases (Nos. 7, 12, 13, 
15, 16, 17, 18) the only reason for making a 
diagnosis of cecal tuberculosis lay in the X-ray 
findings of irritability or irregularity in that 
region. In these cases no check of the correct- 
ness of diagnosis by operation or at post-mortem 
was made. 

It would seem that the films in the cases in 
which it was proved there was no ulceration 
should present a different appearance from 
those in which a positive diagnosis was made. 
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As a matter of fact, a review of the X-ray find- 
ings disclosed no difference in the type of 
change. This was also true for the most part 
in the degree of change noted, except in those 
cases where there were marked evidences of irri- 
tability involving the greater part of the ascend- 
ing colon. Where only moderate evidences of 
irritability existed, there seemed to be nothing 
to distinguish the positive from the negative 
cases. 

Our results are quite at variance with the re- 
sults of Brown and Sampson quoted above. But 
comparison is obviously impossible for several 
reasons, chief of which, possibly, is that they 
used a special technique in order to make a diag- 
nosis, while the ordinary technique was used in 
our series. Examination of the case summaries 
below shows that the demand of the Saranac 
observers for special methods is justified. Thus, 
eleven cases had barium enemata alone, and two 
had barium meals alone. Eight cases were 
studied by both methods, only five of which 
agreed, two being in patients with proved cecal 
tuberculosis, one in a patient with probable in- 
testinal lesions, and two in which there was no 
tuberculosis. In the three cases showing dis- 
agreement between the two methods, the barium 
enema was negative in two and the barium meal 
in one. Therefore, whatever the cause of the 
X-ray findings, it seems that there is not much 
choice between the two methods as ordinarily 
used. 

When barium meals were given in cases (2, 5, 
19) which were diagnosed intestinal tuberculo- 
sis clinically, agreement was found with Brown 
and Sampson’s requirements to the extent that 
the cecum was empty at the time of observation 
and there was definite hypermotility, barium 
being in the rectum in six hours. The same re- 
sult was noted, however, in Case 12, in which 
there was no justification for considerating tu- 
berculosis. Therefore this finding in a gastroin- 
testinal series done in the usual way is of 
doubtful significance. 


Case 14 is our most striking case. As seen in 
Figures 6 and 7, there was a very marked and 
striking deformity of the cecum and ascending 
colon. It seemed to be the same on different 
days both by barium from above and below. 
X-rays on this case were reported as follows: 
‘(September 29, 1925) The opaque enema filled 
the large bowel well as far as the ascending 
colon, which was quite irregular and irritable 
down to the ileo-cecal valve. The cecum and 
ascending colon filled twice during the observa- 
tion, but the barium was immediately expelled. 
Impression: Findings suggest a tuberculosis of 
the cecum and ascending colon.’’ ‘‘ (September 
30, 1925.) The esophagus appeared normal. 
The stomach was small, high and hypertonic 
with sluggish peristalsis. The outline was 
smooth and there was no residue. The duodenal 
cap was also small; emptied posteriorly, but 


appeared smooth in outline. The ileum was 
negative. The cecum was fairly smooth, but 
there was an irregularity in the ileo-cecal region 
and the ascending colon similar to that seen in 
the enema compatible with an ileo-cecal tuber- 
culosis.’” Yet at post mortem the intestine was 
found to be both grossly and microscopically 
normal. It is striking that it is possible for 
marked deformities of the colon to occur over 
a period of hours in the absence of any localized 
pathology. 

To lesser degree, Case 10 is another example. 
This ‘was a young woman of seventeen who had 
been having severe attacks of pain in the right 
lower quadrant, and on palpation there was re- 
vealed a tender, rounded mass in this region. 
Throughout a year of observation and treatment 
she failed to improve satisfactorily and on three 
occasions barium enemata showed the cecum to 
be irregular, irritable and spastic. Finally re- 
section of the cecum gave the patient relief, but 
pathological examination failed to reveal any 
abnormal changes in the specimen. 

We feel, then, that intestinal tuberculosis can- 
not be satisfactorily diagnosed by the ordi- 
nary methods of X-ray technique, except in 
cases where the process is very marked; and we 
strongly urge the use of the technique developed 
by Brown and Sampson, in whose hands it seems 
to have given such excellent results. We should 
like, furthermore, to emphasize their require- 
ments that tuberculosis must be present in the 
lungs before one is justified in assuming it is 
present in the intestine. On the other hand, we 
are inclined to question whether the fulfillment 
of their requirements is sufficient to warrant a 
definite diagnosis of an ulcerative lesion of the 
intestine. There are two factors to be consid- 
ered in their cases; namely, that a large per- 
centage was not checked by operation and that 
nearly all had pulmonary tuberculosis. Many 
of our cases in which tuberculosis ultimately 
could be excluded ran courses similar to theirs. 
Again, since nearly all their cases had pul- 
monary tuberculosis, the percentage of chance 
of tuberculosis being present in the cases with 
irritability in the ileo-cecal region by X-ray was 
greater than in a general hospital where all 
kinds of cases are being admitted. 

What can be said as to the cause of the irrita- 
bility in the cases in which tuberculosis could 
be excluded? It seems fair to assume that it 
represents an abnormal condition. 

There are nine cases (Nos. 7, 10, 12, 13, 14, 19, 
16, 17, 18,) (Table X) in which no tuberculosis 
was demonstrated in the body. A perusal of 
the summaries of these cases makes it evident 
that there are no data which will explain satis- 
factorily the localized X-ray changes. It is of 
some interest that seven cases (Nos. 2, 4, 5, 8, 
10, 19, 20,) had had an appendicectomy varying 
from ten days to fifteen years previous to this 
study. Two of the cases (Nos. 4 and 8) were 
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found to have a tuberculous cecum. In Case 10, 
tuberculosis of the cecum was ruled out at opera- 
tion. Cases 2, 5, 19, 20, were diagnosed intesti- 
nal tuberculosis clinically although not proved 
by operation or at post mortem. The writers 
have no information regarding the possibility of 
an appendicectomy producing changes of motil- 
ity in this region of the cecum, but it seems that 
this possibility might well be investigated. 

The possibility of the local changes being due 
to a reflex in certain of the cases has to be con- 
sidered. L. G. Cole? believes that a reflex can 
occur between the cecal and pyloric regions. 
Duodenal ulcer or gall bladder disease may oc- 
casionally refer pain to the right lower quad- 
rant and not infrequently cause operations 
for appendicitis to be undertaken. From 
this point of view, Case 15 is of interest 
in that the X-ray findings of localized 

. irritability disappeared together with the 
symptoms in the right lower quadrant, while the | 
symptoms and radiologic appearance of duo- 
denal ulcer developed. Whether the X-ray 
findings in Case 16 can be ascribed to a reflex 
from a pathological process in the right upper 
quadrant is a matter for speculation. That a 
cause other than local ulceration is present in 
— of these cases seems worthy of considera- 


the reason for these X-ray findings | irreguiarity in cecum. ‘Compare “nema, showing 


does not seem to be clear as yet, the fact that 
they do occur is important. They offer some- 
thing more concrete to recognize and work on in 
the investigation of the causes of the baffling 
intestinal symptoms which are so common. 
Roentgenologists should be watchful of these 
findings and report them when observed. 


SUMMARY 

Twenty-one cases are reported in which local- 
ized changes consisting in irritability or irregu- 
larity have been observed in the ileo-cecal region 
by the X-ray. In four of them, a tuberculous 
infection was definitely shown to be present; in 
seven others it was clinically probable. Three 
cases failed to show any cause for the abnormal- 
ity at pathological examination. In seven cases 
no definite cause could be determined by clinical 
investigation. Because of the close association 
of the symptoms and the X-ray findings in most 
of the cases, it is felt that its recognition and re- 
port by roentgenologists is important. 

The diagnosis of intestinal ulceration cannot 
necessarily be made on the evidence of these 
local changes. 

If an attempt is made to diagnose tuberculosis 
of the intestine, the technique and requirements 
advocated by Brown and Sampson should be 
follawed as closely as possible. 


SUMMARY OF CASES 


wife, ente the hospital in August, 1917. For two ase en ours after a 
years she had had attacks of diarrhoea alternating | Dietely filled regular incom: 
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with constipation and colicky abdominal pain re- 
lieved only by defecation. Physical examination was 
entirely negative save for a tender mass in the right 
lower quadrant. The clinical pathology was nega- 
tive. A barium enema showed a “filling defect in the 
cecum and a narrow irregular sinus tract.” The 
appendix and ascending colon were removed because 
of the question of carcinoma. The pathological diag- 
nosis was tuberculosis. She has not been heard from 
since. 


Case 2. O. D. D. 60629. A. F., a 27-year-old mill 
worker, entered the hospital in December, 1919. Four 
years before she had begun to have attacks of abdom- 
inal pain with nausea, vomiting and diarrhoea. Ap- 
pendicectomy had been performed without relief. 
The pain was most marked in the right lower quad- 
rant and the patient began to be troubled with gas, 
some irritation and distress after meals. Physical 
examination, sputum and X-ray examinations showed 
pulmonary tuberculosis. An X-ray of the gastro- 
intestinal tract showed hypermotility, the stomach 
being empty at two and one-half hours and barium 
in the rectum at six hours. The cecum was never 
filled completely. A barium enema showed “pain 
at the hepatic flexure; the cecum was irregular and 
after expulsion there was some retention in the ce- 
cum, which was never normally outlined.” She was 


discharged to a sanitarium and has not been heard 


from since. 


Case 3. M. 17967. K. H. A., a 38-year-old house- 
wife, entered the hospital February, 1922, complain- 
ing of diarrhoea and weakness of four months’ dura- 
tion. Physical examination was negative save for 
a palpable and tender cecum. Gastric analysis showed 
low free acidity. X-ray of the chest showed moder- 
ately advanced tuberculosis. An X-ray of the gastro- 
intestinal tract showed “barium in the sigmoid in six 
hours, indicating hypermotility. The cecum showed 
no haustra with some barium. No barium was left 
in the colon in 24 hours.” Alpine lamp therapy re- 


lieved the symptoms for a month. Operation was 


later advised and the appendix removed. The cecum 
and glands seemed normal. The pathological report 
was “chronic appendix, negative lymph node.” Two 
years later the patient reported that she had been 
well since the operation. 


CasE 4. M. 18832. G. P., a 32-year-old Greek waiter, 
entered the hospital in June, 1922. He had had pleu- 
risy in 1916, and, for two and one-half years, attacks 
of vomiting, diarrhoea and lower abdominal pain. 
Appendicectomy was performed in 1921 without re- 
lief; a report from the operator stated that the ap- 
pendix and cecum showed tuberculosis. Physical ex- 
amination and chest X-rays showed moderately ad- 
vanced pulmonary tuberculosis. Abdominal palpation 
showed tenderness and spasm in the right lower 
quadrant and free fluid in the abdomen. A barium 
enema showed “the cecum and ascending colon nar- 
rowed, irregular, and imperfectly filled and fixed.” 
Operation was refused and the patient has not been 
heard from since. 


Case 5. M. 20819. D. F., a 46-year-old housewife, 
entered the hospital in March, 1923. The appendix 
had been removed 12 years before. Two years before 
she had had loose bowel movements without pain and 
began to lose weight; for the last six months she had 
had dull, cramplike pain around the umbilicus com- 
ing on about one hour after meals and lasting until 
the bowels moved. Physical examination and chest 
X-rays showed tuberculosis in each upper lobe. The 
cecum and transverse colon were palpable and there 
was tenderness around the navel. Proctoscopic ex- 
amination showed two large and many small ulcers 
in the rectum. She had a definite secondary anemia 
and the urine showed the slightest possible trace 
of albumin. An X-ray of the gastrointestinal tract 


FIGURE 3. Case 6. Barium meal revealing a constriction 
of the cecum found at operation due to tuberculosis. 


FIGURE 4. Case 12. 


Barium enema showing very definite 
irritability of cecum and determined 


colon, cause not . 


showed “a hypotonic stomach containing a 10% six- 
hour residue. The head of the barium column was 
in the rectum in six hours, showing hypermotility. 
The cecum was empty.” The barium enema was neg- 
ative. Under Alpine lamp therapy and diet the pa- 
tient improved remarkably. One year later she re- 
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ported that she had had no symptoms and had gained 
70 pounds in weight. : 


Case 6. M. 24424. M. K. B., a 50-year-old house- 
wife, entered the hospital in September, 1924. Fif- 
teen years before she had had a gall bladder full ot 
stones removed. Frequently since then she had had 
attacks of abdominal fulness, gas and epigastric pain 
and distress. The bowels were regular with the fre- 
quent use of cathartics. Physical examination was 
negative save for tenderness in the old laparotomy 
scar. An X-ray of the chest showed fibrosis at the 
left apex but no recent tuberculosis. An X-ray of the 
gastrointestinal tract showed “a 10% six-hour residue 
in the stomach. The cecum was not filled at either 
six or 24 hours. Portions of the colon were spastic. 
There was fixation of the middle third of the trans- 
verse colon without obstruction.” A barium enema 
showed numerous spasms but no irregularities. A 
second enema one month later showed “a narrowing 
at the ileo-cecal valve with a six-day residue in the 
cecum.” Operation was advised and the cecum was 
removed. The pathological report was “tuberculous 
ulcers of the cecum and ileo-cecal valve.” The patient 
is doing well at present. 


Case 7. M. 25087. M. M. G., a 24-year-old business 
man, entered the hospital because of diarrhoea of 
eight months’ duration. He had been having two to 
three explosive movements a day with considerable 
mucus and colicky pain. His past history and family 
history were negative. Physical examination was 
negative. The stools were watery but otherwise were 
negative. On entry he ran a fever reaching 101°, 
which quickly subsided on rest in bed. X-rays of 
the chest were negative. A barium enema was nega- 
tive. An X-ray of the gastrointestinal tract showed 
the cecum to be “incompletely filled, appearing irreg- 
ular and spastic, but it was not tender. Motility was 
hyperactive, barium being in the descending colon 
at six hours.” On diet and general hygienic treat- 
ment the diarrhoea improved and X-rays of the 
gastrointestinal tract, three months later, failed to 
show the previous cecal findings. 


CasE 8. O. D. D. 102369. A. R., a 30-year-old clerk, 
entered the hospital in January, 1925. For the past 
18 months she had had attacks of cramp-like abdom- 
inal pains, most marked in the right lower quadrant, 
associated with vomiting and burning on micturition. 
She was constipated. Physical examination was neg- 
ative save for a mass the size of an orange in the 
right lower quadrant with spasm of the right rectus. 
Operation was advised and the appendix removed. 
The pathological report was tuberculosis of the ap- 
pendix and a mesenteric lymph node. The surgeon 
also noted that the cecum seemed thickened. X-ray 
of the chest showed tuberculosis. An X-ray of the 
gastrointestinal tract 10 days later showed the cecum 
and ascending colon irregular and incompletely filled. 
A barium enema showed an irregular and spastic 
ascending colon and cecum. The patient is doing well 
at present under diet and heliotherapy. 


Case 9. M. 25195. S. P., a 21-year-old shoeworker, 
entered the hospital in January, 1925. For eight 
months he had had dull cramping pains in the abdo- 
men several hours after eating, weakness, anorexia 
and occasional diarrhoea. He had gained weight 
on treatment at home. Physical examination and 
chest X-rays showed pulmonary tuberculosis. The 
clinical pathology showed only a mild secondary 
anemia. Other examinations were negative. The 
barium enema showed “a marked narrowing and con- 
striction of the cecum opposite the ileo-cecal valve.” 
The patient was sent to a sanitarium and died in 
June, 1925. 


Case 10. M. 25378. R. P., a 17-year-old girl of Ital- 
ian parentage, entered the hospital in February, 1925. 


FIGURE 5. Case 13. Barium enema showing a spasmodic 
area in the region of the ileo-cecal valve. Duodenal ulcer later 
demonstrated. 


FIGURE 6. 
cecum due to irritability. Autopsy revealed norma 
Compare cecum after barium meal. 


Case 14. Barium enema showing nearly empty 
1 intestines. 
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One year previously her appendix had been removed 
for attacks of vague abdominal pains and discomfort 
in the right lower quadrant. These attacks, however, 
recurred after operation. Abdominal examination 
showed a tender, rounded mass in the right lower 
quadrant. The lungs were normal clinically and by 
X-ray. The clinical pathology was negative. A bari- 
um enema showed the cecum to be irregular, irritable 
and spastic. The patient apparently improved slight- 
ly on the diet and Alpine lamp treatment. Two other 
enemata, given some months later, showed the cecum 
as before, with active peristalsis in the terminal ile- 
um. Because of a recurrence of symptoms one year 
later, the cecum and ascending colon were resected. 
Pathological examination showed slight thickening 
of the intestine, but not of the cecum; the lymph 
nodes were enlarged, but no tuberculosis was found. 
One calcified gland was found at operation. She has 
been well ever since, six months later. 


Case 11. M. 25086. J. V. A., a 26-year-old colored 
laborer, entered the hospital for the last time in May, 
1925. Previous entries had been for polyserositis, 
fluid from the pleural, peritoneal and pericardial 
cavities having been removed repeatedly. Chest ex- 
amination showed advancing tuberculosis by X-ray 
and clinically. He then had frequent attacks of diar- 
rhoea and cramping abdominal pain. Tuberculosis 
also developed in the left knee. Barium enema at 
the last entry showed “a spasmodic area opposite the 
ileo-cecal valve with some retention in the cecum.” 
He died in the hospital. Post-mortem examination 
was not permitted. 


Case 12. M. 26100. J. J. G., a 32-year-old book- 
keeper, entered the hospital in June, 1925. For three 


years he had had attacks of diarrhoea with cramping: 


ing pain, followed by periods of constipation. For 
the last six months he had had sharp pain in the right 
lower quadrant, usually relieved by a bowel move- 
ment. Occasionally he noticed blood and mucus in 
his stools. He had lost 10 pounds in weight. Physi- 
cal and rectal examinations were negative. Clinical 
pathology showed occult blood in the stools. The 
lungs were clear by X-ray. A barium enema reported 
“the cecal portion required considerable pressure to 
fill and showed a rather unusual irritability and some 
irregularity. The ileo-cecal valve was incompetent. 
No retention after evacuation.” An X-ray of the 
gastrointestinal tract showed “the appendix well 
filled and freely movable. The cecum was not filled 
at six or 24 hours, but neither fixed nor tender.” 
After two months of sun baths to the abdomen a 
barium enema showed “considerable improvement, 
less irritable and not as irregular. There was rhyth- 
mic contraction of the cecum and occasional expulsion 
of its contents.” When last heard from the patient 
was doing fairly well. 


Case 13. M. 26412. H. A. A., a 26-year-old uphol- 
sterer, entered the hospital in August, 1925. For six 
years he had had epigastric pain and distress before 
and after meals but somewhat relieved by food. For 
the past five months he had had gnawing pain in the 


right lower quadrant with alternating diarrhoea and. 


constipation. Physical examination was negative and 
X-rays of the chest showed no tuberculosis. The 
clinical pathology was negative. An X-ray of the 
gastrointestinal tract was negative save for tender- 
ness over the cecum. A barium enema showed “a 
slightly constricted smooth area over the ileo-cecal 
valve, which was incompetent. The cecum was not 
irritable.” He was given a bland diet and Alpine 
lamp treatment over the abdomen. One month later 
a barium enema showed “the ileo-cecal region irri- 
table and defective; one antiperistaltic wave was 
seen in the descending colon.” Under continual ob- 
servation the symptoms became more clearly those 
of duodenal ulcer, and a gastrointestinal series con- 


FIGURE 7. Case 14. Barium meal, showing marked irregu- 
larity in cecum and ascending colon. 


FIGURE 8. Case 17. Barium enema revealing a spasmodic 
area in the cecum, Patient now well. Cause of spasm not 
determined. 


firmed this in November, 1926. He is now relieved 
on medical treatment. 


Case 14. M. 26528. C. B., a 46-year-old dentist, 
entered the hospital in September, 1925. Since an 
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attack of influenza eight months daeniaine he had 
lost strength and appetite and had suffered from 
attacks of cramping pain in the lower abdomen, re- 
lieved by defecation. Physical examination revealed 
free fluid in the abdomen and the left pleural cavity. 
There was a moderate secondary anemia and the 
urine showed a very slight trace of albumin. X-rays 
of the chest showed no tuberculosis. A barium enema 
showed “the ascending colon quite irregular and irri- 
table to the ileo-cecal valve.” An X-ray of the gastro- 
intestinal tract showed “the stomach and duodenum 
negative; there was an irregularity in the ileo-cecal 
region and ascending colon similar to that seen by 


FIGURE 9. Case 18. Barium enema. The thin barium shad- 
ow in the cecal region is actually cecum in marked spasm, 


tuberculosis. A barium enema showed “spasm in the 
cecum and part of the ascending colon. The cecum 
enema.” He remained in the hospital for eight weeks 
to his death. Post-mortem examination confirmed 
the clinical impression of cirrhosis of the liver, but 
no organic changes were found in the ileo-cecal re- 
gion or the appendix to account for the X-ray find- 
ings and no tuberculosis was present. 


CASE 15. M. 26480. D. K. B., a 16-year-old school- 
boy, entered the hospital in September, 1925. He had 
headache, anorexia and nausea with fever for four 
days. Bowels normal. Lungs showed dullness and 
persistent rales at the left apex, but X-rays showed 
the lungs to be clear. Other examinations were neg- 
ative. Barium enema showed that “the ileo-cecal 
valve was incompetent; during the examination the 
cecum and ascending colon went into a spasm twice. 
Good emptying after evacuation.” The patient re- 
covered quickly with no special therapy. 


Case 16. M. 26547. I. E. F., an 18-year-old school- 
boy, entered the hospital in September, 1925. He had 
had attacks of dull pain in the right side for three 
weeks, with temporary relief by enemata. Abdominal 
palpation revealed tenderness and resistance over the 
region of the cecum. The lungs were clear by X-ray. 
Films of the genito-urinary tract showed a question- 


able ureteral calculus. Other examinations were neg- 
ative. Barium enema showed “a narrowed, con- 
stricted area at the cecum, near the ileo-cecal val 
with tenderness. The cecum was irritable.” ”  Recov- 
ery was prompt without treatment. 


CasE 17. O. D. D. 106459. S. H., a 24-year-old medi- 
cal student, first entered the Out-Door Department 
August 21, 1925, because of severe diarrhoea for the 
preceding four months. He had been having diar- 
rhoea for two or three days alternating with consti- 
pation for four or five days without abdominal pain 
or distress. The stools were acid and very foul, with 
much mucus. Physical examination was entirely 
negative, as was an X-ray of the chest. A barium 
enema “filled the large bowel completely except at 
the ileo-cecal region where there was spasm, irrita- 
bility and irregularity. Films show in addition an 
irregular, dense shadow to the right of the lower 
lumbar spine, probably a calcified mesenteric gland.” 
Under diet and heliotherapy the symptoms gradually 
disappeared and there has been no recurrence to 
date. 


CasE 18. M. 26699. S. C., a 12-year-old schoolgirl, 
entered the hospital in October, 1925. Two months 


previously she had been struck on the left side of. 


the abdomen and had suffered dull intermittent pain 
in that region ever since. All examinations were 
negative and X-rays of the chest showed more than 
the normal markings for that age but no definite 
never filled and showed spasm several times.” A 
gastrointestinal series was negative. She improved 
without special therapy and reported herself well 
one year later. 


CasE 19. M. 26774. A. I. C., a 37-year-old house- 
wife, entered the hospital in November, 1925, com- 
plaining of attacks of sharp epigastric pain which 
lasted for a few days and recurred twice a year for 
the last eight years. Each attack was associated with 
nausea, vomiting, and recently with colicky pain. 
For a year she had had attacks of diarrhoea and 
noticed that occasionally her stools were black. Her 
history was otherwise negative, save that 15 years ago 
her appendix and one “infected ovary” had been re- 
moved for the relief of right lower quadrant pain. 
Physical examination and X-rays showed advanced 
pulmonary tuberculosis. There was a moderate sec- 
ondary anemia and the stools showed occult blood. 
An X-ray of the gastrointestinal tract showed “the 
cecum never filled, the ileum negative.” A second 
radiogram of the chest four months later showed im- 
provement in the pulmonary condition as well. 


CasE 20. M. 26826. C. S. C., a 32-year-old physi- 
cian, entered the hospital in November, 1925. Two 
and a half years previously his appendix was removed 
for attacks of right lower quadrant pain. A sinus 
tract remained for a year in spite of attempt to close 
it, in one of which the cecum was accidentally opened. 
No tuberculosis was found in the body at the time, 
either in the lungs, at operation or by microscopic 
examination of the tissue removed. He had suffered 
from dull pain in the right lower quadrant ever since, 
with a chronic cough and easy fatigability. Physical 
examination and chest X-rays at this hospital showed 
moderately advanced tuberculosis in the right upper 
lobe. There was tenderness to deep palpation in the 
right lower quadrant; all other examinations were 
negative. A barium enema showed “a constant, irreg- 
ular spasm at the ileo-cecal valve. The cecum was 
irritable and expelled the barium as soon as it was 
filled. The bowel as a whole appeared atonic.” He 
was sent to ba sanitarium and has not reported since. 


CasE 21. ™M. 27348. W. E. F., a 22-year-old clerk, 
entered the hospital in February, 1926. He had been 
known to have pulmonary tuberculosis for two years. 
Recently he had suffered from attacks of anorexia, 
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nausea and vomiting. Abdominal palpation revealed 
palpable cecum and two other masses in the right 
lower quadrant. A film of the abdomen showed cal- 
cified lymph glands. Barium enema showed a notch 
at the ileo-cecal valve; the terminal inch of the ileum 
was narrowed and spastic. The patient improved 
on diet and Alpine lamp therapy and has not reported 


since. 
We wish to express our thanks to Dr. Sosman of the 


X-ray Department tor his kind i 
the X-ray reports and films. - 
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THE INCIDENCE OF SYPHILITIC INFECTION AMONG THE NEGROES IN 
THE SOUTH, ITS INFLUENCE IN THE CAUSATION OF DISABILITY, 
AND THE METHODS WHICH ARE BEING USED TO 
COMBAT THIS INFECTION} 


BY JAMES E. PAULLIN, M.D., HAL M. DAVISON, M.D., AND R. HUGH WOOD, M.D. 


Previous to 1921 hospital facilities for the 
care of negro patients in Atlanta were extremely 
limited. The latter part of September, 1921, 
Emory University gave to the City of Atlanta 
three buildings which are now used as a negro 
hospital. One of these had previously been used 
as an outpatient department for white and col- 
ored, another was converted into a two-hundred- 
bed hospital for the care of negro patients, and 
the third building is used as a nurses’ dormi- 
tory. Before this arrangement was perfected the 
available medical beds for the care of male and 
female patients were limited to about twenty or 
twenty-five. 

I well remember, on one occasion about twelve 
years ago, returning from a brief vacation to 
find on the negro male ward seven patients, 
chronic invalids, suffering as a result of the late 
manifestations of aneurysm of the aorta. These 
seven patients furnished evidences of practically 
all of the symptoms and signs which one could 
possibly expect in this form of disability. The 
common signs ordinarily obtained in a saccular 
aneurysm of the aortic arch were easily demon- 
strated. The massive external prominence of a 
large. pulsating mass which had eroded a part 
of the sternum and the ribs could be easily seen, 
and in another patient a large abdominal tumor 
to the left of the median line, filling the left 
hypochondrium, eroding a portion of the ver- 
tebrae and appearing behind as a prominent 
pulsating mass in the left lumbar region; a 
thrombus having dislodged from this aneurysmal 
sac occluded the left femoral artery. I wished 
then, and have many times since, that the very 
beloved Sir William Osler, whose interest in 
aneurysms is so well known, could have had this 
unusual variety of clinical material for one of 
his characteristic Saturday clinics. 

Interest at this time was aroused in the rdéle 
played by syphilis in the causation of disability 
in the colored race, but opportunity was then 
not afforded for an accurate accumulation of 
worth while data to begin a systematic study of 

tRead before combined meeting of Suffolk te Medical 


Society and Boston Medical Library, January 26, 1927. 
From the Medical Department of Emory University. 


this disease. However, with the opening of a 
colored hospital under the supervision of the 
medical department of Emery University, an 
opportunity has been afforded for the study of 
this disease and its various manifestations. 

The medical beds available for adult males and 
females are sixty, about equally divided. For 
pediatrics there are twenty beds. At times there 
Is some Overcrowding, but usually a sufficient 
number of beds are available for practically all 
acute cases applying for admission. The out- 
patient department is under the same general 
management and is entirely for colored patients. 
Being a municipal hospital and forming the 
larger part of The Grady Memorial Hospital, of 
necessity it takes care of all of the emergency 
work of the City, as well as attending to the vari- 
ous medical and surgical needs of our local col- 
ored population. 


MATERIAL 


The material gathered consists of a résumé of 
the incidence of syphilis occurring among the pa- 
tients treated as ambulatory and those admitted 
to the hospital. Because of some confusion nec- 
essary to the opening of a new hospital and the 
more or less unsatisfactory records of the first 
few months of its operation, the cases here stud- 
ied are those occurring since January 1, 1922, 
to December 31, 1926, inclusive. During this 
period the total number of new patients admit- 
ted to the outpatient department was 47,850. Of 
this number fully 30% were admitted for minor 
surgical ailments such as small burns, cuts and 
wounds of one kind and another, of which no 
extensive record is made except the necessary 
facts relating to the injury and treatment; that 
is to say, no thorough study is made to dis- 
cover evidence of any constitutional disorder. 
Any statement made with reference to the in- 
eidence of syphilis in this group of patients 
would, therefore, be quite misleading. Among 
the other departments more careful studies are 
made, but because of the numerous records and 
the lack of sufficient time for their proper prep- 
aration I have been unable to review these cases. 
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We have three clinics for the treatment of syph- 
ilis, one for syphilitic expectant mothers, super- 
vised by the obstetrical department, another for 
congenital syphilitics, supervised by the depart- 
ment of pediatrics and the third, or general syph- 
ilitic clinic, for the remainder of the patients. 
During this five-year period we have admitted 
from other departments to the syphilis clinic 
3,958 patients who have received 42,941 ircat- 
ments. We regret our inability to give accu- 
rate statistics concerning the prevalence of syph- 
ilis in the outpatient department, yet from the 
investigation made, a conservative estimate 
would be that between 17% and 22% of all 
patients admitted have this disease. 

From the outpatient department in pediatrics 
statistics for the past three years have lately 
been furnished me by Dr. Yampolsky. During 
this time 3,856 new patients have been admitted : 
301, or approximately 8%, are congenital syph- 
ilities. The diagnosis of congenital syphilis is 
made in these patients only when there are out- 
standing, well-recognized evidences of syphilis, 
or when they give a positive Wassermann reac- 
tion. 

The data obtained from the hospital is much 
more accurate and will be presented in greater 
detail. The yearly admissions to the adult male 
and female medical wards varies betwe*n 850 
and 950 patients. During the five-year period 
under consideration we have had 4,786 mediezal 
admissions, of which 57% are males. 

For the diagnosis of syphilis we accept as pos- 
itive (a) a definite history of a primary lesiou 
with manifestations of well-recognized and com- 
monly accepted lesions of latent syphilis, and 
(b) individuals who exhibit results of well- 
known syphilitic infection with a negative his- 
tory as to a primary lesion but with a positive 
Wassermann reaction either on the blood or 
spinal fluid. We have not included in this 
résumé certain cases with definite structural 
changes commonly believed to be due to syphi- 
litic infection, but with negative blood and 
spinal fluid Wassermann tests and a negative 
history. These cases have been purposely omit- 
ted for the reason that some question could be 
raised as to the classification of this group; there 
is little doubt in our minds that the great 
majority are undoubtedly syphilitic and they 
are so treated in our wards. Following this 
classification, of the 4,786 male and female pa- 
tients admitted to the medical wards during the 
past five years 662, or 13.8%, of the admissions 
furnished definite evidence of syphilitic infec- 
tion. The actual percentage of infection in this 
group of cases is much higher because of the fact 
that one syphilitic individual during the prog- 
ress of the disease may have as many as Six or 
eight admissions, which are all counted, yet the 
patient is only counted as a syphilitic one time 
in the study. 

It is notoriously difficult to always obtain 


from this class of patients positive evidence of a 
primary lesion for the reason that the average 
negro seeking admission to the hospital considers 
venereal infection as only a trifling incident in 
his ordinary everyday life and will seek relief 
only when the condition markedly interferes 
with his physical activity. A case in point is 
that of a negro male, age 20 years, who recently 
was admitted to the hospital because of symp- 
toms referable to a duodenal ulcer. Inquiry 
was made during a routine history as to whether 
he had ever had any venereal infection, asking 
not only the usual questions concerning the dis- 
ease, but certain other questions which are better 
understood by this class of patients. To all of 
these he made a negative reply. During the 
course of a physical examination it was discov- 
ered that he not only had a very active Neis- 
serian infection but a typical Hunterian 
chancre. When asked for an explanation of the 
discrepancy in his statements and the physical 
findings his reply was, ‘‘That little trouble did 
not amount to enough for me to notice, but what 
I want is something done for my stomach.’’ 

In this survey an attempt is made to give some 
idea, in a rather condensed form, of the relative 
number and types of manifestations with which 
we come in contact. In explanation it might be 
stated that many of these patients have exhibit- 
ed more than one of the manifestations under 
which they are classified. In order, however, 
not to have any overlapping of patients we have 
simply counted the condition which was most 
outstanding; for instance, among the cases of 
syphilis of the cardiovascular system there were 
ten who showed definite evidence of involvement 
of the liver. These cases of liver involvement 
were discovered at post mortem and were not 
recognized clinically before death. However, 
they are not classed as syphilis of the liver but 
as syphilis of the cardiovascular system. Among 
the central nervous system cases, eight had def- 
inite aortic insufficiency, but the aortic insuffi- 
ciency was not the condition which caused the 
patient to seek medical relief; they are, there- 
fore, classed as syphilis of the central nervous 
system. In other words it would take entirely 
too much time to try to give you an idea of the 
combined manifestations discovered in this 
group of cases. 


TABLE I 


Syphilis of cardiovascular syst 
Syphilis of central nervous syst 
Tabes 4 
General paresis 2 
Syphilis of stomach 5 
Syphilis of lungs : 

4 

1 


Syphilis of liver 1 
Syphilis of larynx 
Syphilitic anaemia 
Syphilitic iritis 
Congenital syphilis 
Syphilis without other manifestations. 43 
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Syphilis associated with— 
Arteriosclerosis and hypert 


Nephritis 15 
Acute infections 48 
Pneumonia 24 
Typhoid fever 
Pellagra 3 
Gastric ulcer 4 
Duodenal ulcer 2 
Diabetes mellitus 
Exophthalmic goitre 
Cystic goitre. 2 

662 


It is interesting to note that among this group 
we have only had four cases of tabes, and it is 
of greater interest to observe that the symptoms 
of tabes which caused these patients to seek re- 
lief were the lightning pains referable to the 
abdomen in three cases and to the rectum in one 
ease. Among the eases of syphilis without other 
manifestations the complaints which caused re- 


course to medical relief were varied and sundry.. 


A considerable number were psychoneuroses, 
in some of whom the only diagnosis possible was 
syphilis without any marked indications. Among 
the group of syphilis associated with other infec- 
tions we have such coexistent affections as acute 
respiratory infections, bronchitis, tonsillitis, 
ete., that were of a temporary nature. 

It is of a great deal of importance to direct 
attention to the fact that 357, or 54%, of the 662 
cases involved the cardiovascular and central 
nervous systems. The involvement of these two 
systems causes a most marked disability among 
the individuals of this race and is suggestive 
that among the negroes there is a particular 
tendency for syphilitic infection to attack these 
two anatomical divisions. In the study which 
has been made of these two groups approxi- 
mately 87% of these patients have had abso- 
lutely no treatment for their primary infection, 
other than perhaps the ordinary home remedies 
and a few ointments or salves prescribed by 
some local druggist. The remaining 13% have 
had some treatment, but of a shockingly inade- 
quate nature, consisting usually of one or two 
bottles of medicine prescribed by some physician 
or perhaps a druggist. A few have received 
more thorough treatment, consisting of injec- 
tions of arsphenamine or its allies, but nothing 
like adequate treatment which we now consider 
necessary for the cure of this disease. 

The manifestations on the part of the central 
nervous system are of interest in that practically 
every variety of meningeal irritation, endarteri- 
tis, lepto-meningitis, and diffuse meningo- 
encephalitis, occurs among this group. Mono- 
plegias, hemiplegias, cranial nerve forms, spinal 
nerve forms are to be observed. Severe head- 
aches, pains and vertigo, with spasms and con- 
vulsive seizures are conditions frequently caus- 
ing the patient to seek medical relief. 

The other large group of cases is that affecting 
the cardiovascular system. It is this group 


which causes a tremendous amount of disability 
with an extremely high mortality at that period 
of life when the majority of these patients 
should be of considerable value to themselves, to 
their families and to the community of which 
they form a part. We have tabulated the inci- 
dence of this infection in order that you might 
gain some idea as to the common manifestations 
and their relative frequency, but in particular 
do we wish to direct your attention to the com- 
paratively young age at which so many of these 
patients become incapacitated and a financial 
burden to their families and a care to the com- 
munity. 


TABLE II 
CASES OF AorTIC INSUFFICIENCY 

Age Number Male Female 
20-29 18 13 5 
30-39 33 2 6 
40-49 28 22 6 
50-59 14 12 2 
60-69 5 5 0 

Total 98 79 19 


Of this number 50 died on first or subsequent 
admissions. 


Table II shows the incidence of aortic insuf- 
ficiency. Of the total of 98 cases 79, or 80.6%, 
occurred in the male; and 79 cases, or 80.6%, 
occurred in individuals before fifty years of age. 
The mortality is strikingly high in that fifty of 
these patients died either on their first or subse- 
quent admission and we have not in our entire 
98 cases a record of a single patient who has 
lived longer than eighteen months after a diag- 
nosis was made. 

It is of interest that 94% of the patients were 
admitted to the wards of the hospital because of 
myocardial failure and the majority of them are 
practically hospitalized from the time of their 
first admission or breakdown until death occurs. 
Some of them are discharged clinically improved 
so far as their myocardial function is concerned, 
but it is almost impossible to make these patients 
appreciate the gravity of their disease after they 
once begin to show evidence of improvement and 
despite the fact that they are advised in detail 
concerning their after-life, a considerable num- 
ber will return to the hospital inside of ten days 
or two weeks, or even a slightly longer period of 
time, in as bad or worse physical condition than 
before they were discharged. This is usually 
due to the fact that they have undertaken, de- 
spite the warning previously given, some un- 
usual physical exertion. | 

Of the aneurysms, a total of 46 in number, 40 
or 87% occurred before the age of fifty. Of 
this number 75% occurred in the male. Of the 
46, 28 or 60.8% died of rupture on the first or 
subsequent admission. It is reasonable to as- 
sume that many more of these patients have died 
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TABLE III 
ANEURYSM OF THORACIC AND ABDOMINAL AORTA 
Age Number Male Female 
20-29 10 7 3 
30-39 17 13 4 
40-49 13 10 3 
50-59 5 5 0 
60 1 0 1 
Total 46 35 11 


Of this number 28 died on first or subsequent 
admissions. 


than we have actually been able to catalogue. 
The deaths recorded are those which have oc- 
curred in the hospital. 


TABLE IV 
SYPHILITIC AORTITIS 

Age Number Male Female 
17-22 2 0 2 
30-39 4 2 2 
40-49 4 3 1 
50-55 2 1 1 
60-65 4 3 1 

Total 16 9 7 


Of this number 10 died on first or subsequent 
admissions. 


Among the cases of syphilitic aortitis 10 of the 
16 have died on the first or subsequent admis- 
sions. We believe that the majority of these 
cases of aortitis, without valvular lesion, have 
shown also a syphilitic myocarditis. Some of 
them have died in the hospital as a result of 
other infections such as pneumonia. It is inter- 
esting that the diagnosis of aortitis was made in 
two patients so young as 17 and 22 years. The 
existence of aortitis might be questioned as we 
have no demonstrable proof of its existence 
except the symptoms of substernal pain, attacks 
of nocturnal dyspnea, and a slight aortic dilata- 
tion by X-ray. Both had positive Wassermanns. 
Neither had had any treatment. Both improved 
with antisyphilitic treatment. 


TABLE V 


SYPHILIS WITH ARTERIOSCLEROSIS PLUS HYPERTENSION, 
PLus HYPERTROPHY AND DILATATION 


Age Number Male Female 
20-29 7 3 4 
30-39 10 6 4 
40-49 16 10 6 
50-59 14 9 5 
60-69 5 2 3 
70-79 3 3 0 
Unknown 3 1 2 
Total 58 34 24 


Of this number 28 died on first or subsequent 
admissions. 


Table V is an effort to show the association of 
syphilis with arteriosclerosis, hypertension, car- 
diac hypertrophy and dilatation. In this group 
of 58 cases, 33, or approximately 55.3%, oc- 
curred before the age of fifty. Of the total num- 
ber 28 have died either on first or subsequent 
admissions. The majority of these patients en- 
tered the hospital because of myocardial failure 
or cerebral hemorrhage. 

Considering the group as a whole, of the 218 
eases here classified by age groups 162, or 74.3%, 
occurred in patients before the age of fifty years. 
Of the 162 individuals 71.6% occurred in males 
before fifty years of age. The very high mor- 
tality is due, we believe, to the fact that these 
patients, as is true of a majority of diseases to 
which they are heir, only seek relief when their 
symptoms are of such a nature as to cause total 
disability. A few, but a small percentage, have 
died of terminal infections, but the majority of 
deaths are due primarily to the condition caus- 
ing their disability. As an illustration of the 
length of time that a patient may go without 
seeking medical relief the following case is re- 
cited : 


A well nourished colored male, 34 years old, was 
brought to the hospital January 13, 1925, in an un- 
conscious condition —he later recovered conscious- 
ness. The following history was then obtained: 
The patient had not been well for eighteen months. 
During this time he had had pains in his chest which 
would “shut off his breath” and “run down his left 
arm and up into the left side of his neck.” After 
resting for a few minutes, the pain would disappear 
and he could resume his cccupation of delivering coal. 
The attacks during the past two or three months had 
become more frequent and more severe so that he 
would have smothering spells at night, during which 
time he would have to sit up and gasp for breath 
at least an hour at a time. He would, however, arise 
the next morning and go to his work. One week be- 
fore being admitted to the hospital he felt unusually 
bad, so much so that he consulted some doctor, whose 
name he did not know, and was given medicine for 
his shortness of breath. After two or three days’ 
rest at home he felt some better and on the morning 
of the 13th he started to his work, fell unconscious 
on the street, and was brought to the hospital. 

Physical examination on admission to the hospital 
showed the heart displaced considerably to the right 
of the midsternal line; percussion note over the en- 
tire left chest was flat with an absence of tactile 
fremitus and a very marked decrease of expansion 
on the left side, and pure distant tubular breathing. 
A constant bruit could be heard over the upper part 
of the chest. An aspirating needle inserted into the 
ninth interspace in the posterior axillary line with- 
drew a syringe of pure blood. Roentgenogram showed 
a uniform density over the entire left chest; the heart 
and aorta were pushed over to the right. The patient 
died suddenly two days after admission. At autopsy 
the left diaphragm was pressed downward to the 
costal border. The liver was 11 cm. below the costal 
border. On opening the thorax the heart was found 
to be displaced considerably to the right of the medi- 
an line. The left pleural cavity was filled completely 
with a tremendous blood clot, the left lung collapsed. 
On removing the heart and aorta a large saccular 
aneurysm, involving the mid and descending por- 
tions of the aortic arch, was found with a small rup- 
ture into the left pleural cavity. The aneurysm 
pressed on the trachea and there was definite erosion 
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of the fourth, fifth and sixth thoracic vertebrae. 
This patient had had, over a period of eighteen 
months, symptoms sufficient to cause the ordinary 
individual to seek medical relief, but he had actually 
consulted a physician only one week before his death. 


TABLE VI 
ETIOLOGICAL DIAGNOSIS OF 660 CASES 


Rheumatic heart disease 8.3% 
Rheumatic heart disease plus complications... 10.7% 
0 


Subacute bact. endocarditis. 3% 
Arteriosclerosis 4.5% 
Arteriosclerosis plus tions 5.8% 
Coronary 0 i 0.45% 
Hypertensive 2.1% 
Hypertensive plus plications 4.7% 
Arteriosclerosis plus hypertensio 26.7% 
Arteriosclerosis plus hypertension plus com- 
plications 36.4% 
Luetic heart disease (aortic insufficiency )....... 17.3% 


Luetic heart disease (aortitis and aneurysm) 9.4% 


Luetic plus Dp tions 26.6% 
Luetic plus complications plus arteriosclerosis 

lus plications 39.3% 
Congenital heart disease 0.46% 


Table VI is an etiological classification of 660 
cases of heart disease occurring on the medical 
service. The figures here represented are rea- 
sonably accurate with certain reservations for 
those classed as arteriosclerotic and hypertensive 
groups. Certain well known difficulties are 
always experienced in any attempt to separate 
these groups. The percentages are, however, 
reasonably correct as to the entire group with 
the greatest error in the classification of the 
hypertensive from the arteriosclerotic with hy- 
pertension. 

Syphilitic heart disease, including aortitis, 
aneurysms, syphilitic myocarditis and arterio- 
sclerosis with syphilis, composes 39.3% of this 
group, being second only to the group compris- 
ing arteriosclerosis and complications, hyper- 
tensive heart disease and complications, arterio- 
sclerosis, hypertension and complications. 

From this one sees the tremendous disability, 
invalidism and death resulting from syphilitic 
infection ; this disability and invalidism, occur- 
ring at that period of life when one should be 
most useful, demands that sericus consideration 
be given measures for the prevention and cure 
of this infection. With most infections and 
contagious diseases it is a well-known fact that 
we have suitable methods for their prevention, 
such as proper sanitary regulation, isolation, 
vaceination and public education. These are 
effective when properly applied to people with 
average intelligence and education, backed if 
necessary by legislation. However, when one 
considers the education, social status, mental 
habits and the morality as commonly manifested 
in this group of individuals, one is faced by a 
barrier which seems to offer at times an almost 
insurmountable difficulty for the eradication of 
syphilis among this class, who are ignorant, su- 
perstitious, lieentious, and without a high moral 


standard, who are willing to accept life as it 
comes and are satisfied with whatever it gives. 

; Our difficulties may be stated briefly as fol- 
OWS: 

1. Obtaining patients during the early stage 
of their infection when the chances of a cure are 
greater. As previously stated, the great major- 
ity of negroes look upon venereal infection as a 
rather trifling incident in life, something to be 
expected at rather an early age, and so long as 
this mental attitude is prevalent, it is difficult 
to impress upon these patients the necessity of 
treatment. It would seem that the place to begin 
teaching and education is in the public schools, 
for it is only through education in all of its 
branches, literary, social and moral that any- 
thing will ever be done to lessen or diminish this 
infection. | 

2. Persuading patients to take a sufficient 
amount of treatment is a most active difficnlty at 
this time. In order to do this certain forms of 
well-recognized treatment can be used only in a 
limited number of cases; treatment must be 
efficient but must be practically painless in its 
administration and should cause very little dis- 
comfort afterwards. For this reason arsphena- 
mine or some of its allies is constantly used; 
mercurial inunctions are advised, but seldom 
used with any degree of satisfaction; mercury 
and iodide of potash are given by mouth, but 
seldom can one ever get, in the outpatient de- 
partment, a patient to take the second dose of 
mercury by intramuscular injection. The treat- 
ment must, therefore, be planned to do the most 
good and cause the least possible physical dis- 
comfort. 

It is also a well-known fact that just so soon 
as the active symptoms disappear, or the symp- 
tom which caused the patient to seek medical 
relief begins to subside or disappear, the patient 
considers himself cured and despite persuasion 
ceases his visits to the clinic. 

38. Our third difficulty is an inadequate social 
service or follow-up system for keeping in touch 
with patients who fail to return for treatment 
either in the outpatient department or after dis- 
charge from the hospital. Financially we are 
not able to take care of this feature in anything 
like a satisfactory manner, but we are hoping 
for much better days. 

As to the treatment employed, we have three 
clinies for treating cases of syphilis; the 
methods used are those generally accepted as 
being of the most value such as salvarsan, 
neoarsphenamine, mercury, potash, etc. We 
continue to give treatments as long as the pa- 
tients will take it; we never fear that they will 
take too much treatment. There are certain 
cases, viz., of the cardiovascular system, and 
syphilis of the liver, who never receive arsphena- 
mine; we consider this form of therapy most 
dangerous in this type of lesion. After these 
eases have had a great deal of treatment with 
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mercury, then they might cautiously be given 
small doses of arsphenamine. We have to deal 


with two great groups of individuals with syphi- |. 


litie infection—the congenital syphilitic as treat- 
ed in the department of pediatrics, and the 
acquired syphilis of young and old. 

It is difficult in so short a period of time, five 
years, to notice any startling improvement in 
the general infection, yet we feel quite sure if 
we are allowed to form an opinion from the cases 
of syphilitic heart disease admitted to the medi- 
cal wards during the past year, there has been a 
decrease of 14.8% as compared with the year 
1925. 


SUMMARY 


1. Syphilitie infection oceurs in approxi- 
mately 20% of the patients who seek admission 
to the outpatient department and medical wards 
of the Grady Hospital. 

2. Syphilis, by damage to the two great sys- 
tems—the central nervous and cardiovascular 
systems,—causes its most marked disability 


among individuals at a period of life when they 
Should be most productive. 

3. Syphilitic heart disease is responsible for 
the greatest disability of any of the other infec- 
fections or of all combined infections. 

4. Syphilis of the central nervous system is 
second in importance only to cardiovascular 
syphilis as a cause of disability. 

0. The mortality in the syphilitic group of 
cases is unusually high and very distressing ; 
the reason for this being that many of these pa- 
tients are seen only in extremis when no form of 
therapy can or will avail. 

6. The difficulties experienced in giving 
these patients the treatment they should receive 
are due to their inherent, inborn mental atti- 
tude, not only regarding their disease, but life 
in general. 

7. A beginning has only been made in our 
effort to help these unfortunates; we look to the 
future hoping that, with education, earlier diag- 
noses, thorough and sufficient treatment, we 
will be able to have a healthier, better and per- 
haps happier race. 


STUDIES OF BASAL METABOLISM IN CHRONIC ARTHRITIS* 


BY LORING T. SWAIM, M.D., 


For many years thyroid has been used empiri- 
cally in the treatment of arthritis. Some of the 
results, apparently, have justified this use. The 
object of the studies described in this paper has 
been to see if there are any characteristic varia- 
tions from normal in the basal metabolic rate in 
the three different groups of arthritis. These 
groups have arbitrarily been divided into the 
classification used by Goldthwait, Painter and 
Osgood! of infectious, atrophic, and _ hyper- 
trophic. Infectious arthritis has been considered 
as a periarticular inflammation, with most of the 
pathology in the soft tissue about the joint and 
with very little bone change; the atrophic type 
as one in which the soft tissue changes are pres- 
ent but less marked than the bone changes and 
which is characterized chiefly by bone atrophy, 
destruction of the cartilage and decalcification 
of the bones not only about the joint but through 
the whole body ; the hypertrophic cases are char- 
acterized by very little soft tissue change but 
by marked inerease in bony overgrowth and 
marked thickening of the structure of the bone 
as shown by the X-ray. 


METHOD OF ESTIMATING METABOLISM 


The routine used in determining our metabolic 
rates is as follows: The patient is kept in bed 
over-night and has no food from 6:00 P. M., nor 
water from 6:00 A. M., until after the test, which 
is taken before the patient gets out of bed in the 
morning. No moving nor morning care is al- 
lowed, because of the fear of pain, or actual pain, 


*From the Robert B. Brigham Hospital, Boston. 
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resulting in nervousness which might raise the 
metabolic rate. The machine used is the Bene- 
dict-Roth apparatus with the kymograph. All 
tests are also checked by the technician to see 
that the kymograph is working properly. The 
calculations’ are estimated by the DuBois’ 
method. The work of Boothby and Sandiford’ 
showed that 92.1 per cent of normal individuals 
have a basal metabolic rate within £10 per cent 
of the DuBois standards; therefore, we have 
used this as our standard of normal. The metab- 
olism test is repeated on three successive days. 
The last test has been taken as the rate for the 
patient, since nervousness and novelty have been 
eliminated by this repetition. 


TYPE OF CASES STUDIED 


The type of cases studied are hospital patients, 
most of whom have had arthritis for several 
years before entering the hospital and have been 
the rounds before this study was made. The 
number of cases studied is two hundred, one 
hundred and forty-two of whom are between 
thirty-one and sixty years of age. The average 
age is 44.9 years. Some of these cases are in the 
active, acute stage, while others are entirely 
burned out. These latter come to the hospital 
because they are suffering mainly from the 
mechanical disability resulting from the pre- 
vious active arthritis. The average duration of 
the disease in the group is 5.27 years. Taking 
them in groups according to the type of arthri- 
tis :—infectious, 94 cases, average age, 37.9 years, 
duration 5.2 years; atrophic, 54 cases, average 
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32 15 10 7 
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To 
-15 
9 T + 
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122 or 61% Normal 58 or 62% Normal 36 or 67% Normal 28 or 54% Normal 
40 or 204 Normal 16 or 17% Normal 10 or 18% Minus 14 or 27% Minus 
38 or 19% Plus 20 or 21% Plus 8 or 15% Plus 10 or 19% Plus 
51% Minus Minus 50% Minus 60% Minus 
45% Plus 47% Plus 44% Plus 40% Plus 
4% Zero Zero 6% Zero 
TABLE 2 
AGE AND METABOLISM = Whole Group (200) 
AGE METABOLISM 
Per No. Normal Abnormal Minus Plus 
Cent Cases 
1-10 years 2414 4 2 or 50% 2 or 50% 
11-20 " 44/8 ° 4 or 50% 4 1 or 12.5% | 3 or 37.5% 
21-30 10.5% | 21 19 or 90% 2 2 or 10% 
31-40 * 20 % 140 23 or 57.5% 17 11 or 27.5% | 6 or 15% 
41-50 " 20.5% |41 25 or 61% 16 10 or 247% 6 or 15% 
51-60 * 30.5% {61 33 or 54% 28 10 or 16% 18 or 30% 
6l-70 " 10 % | 20 15 or 75% 5 2 or 10% 3 or 15% 
71-89 " 2.5% | 5 3 or 60% 2 2 or 40% 


The 
Table 2 shows that the greatest percent of normal metabolisms was between the ages of 21 and 30. 
greatest number of abnormals was between 51 and 60. ‘The number of abnormals increased from 31 to 60. bag 
tions occurring during the decades when arthritis is most prevalent show that the variation between a + 
abnormal was nearly equal. In the variations from nor.nal, however, the highest percent, 30%, fell in the plus 
group between the ages of 51 and 60. 
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TABLE 3 


DUXATION AND METASOLISN « Whole Group (200) 


Cent Cases Normal Abnorma] Minus Plus 
1 Year 20 Z| 40 24 or 58% 16 9 or 25% 7 or 17% 
2° 16 Z| 32 22 or 69% 10 4 or 127 6 or 19% 
8.54 | 17 9 or 8 6 or 35% 2 or 
4" 6 Z| 12 9 or 75% 3 lor &% 2 or 17% 
5 * 7 41 14 8 or 57% 6 3 or 21.5% |S or 21.5% 
6 * 10.5% | 22 13 or 62% 8 5 or 24%, 3 or 14% 
7 * 3.5%] 7 5 or 72% 2 1 or 14 1 or 14% 
8 * 6 %| 12 6 or 50% 6 3 or 25% 3S or 25% 
9 " 1.5% | 3 1 or 33 1/3%] 2 1 or 33 1/3%] 1 or 33 1/3% 
10 * 6.5% | 13 9 or 69% 4 2or 15.4 | 2 or 15.5% 
Over 10 yrs. 14.9% | 29 16 or 56% 13 5 or 17% 8 or 2% 


Table 3 shows that duration of disease apparently has no effect on the number and kind of metabolic variations 


from normal. 
10 Years” group were also normal. 


age 47.5 years, duration, 6.6 years ; hypertrophic, 
52 cases, average age 56.4 years, duration, 5.1 
years. This is as would be expected, the infec- 
tious and atrophic types occurring in early and 
middle life, and the hypertrophic at a later age‘. 
This agrees with the facts already obtained by 
others as to the age incidence. 

In regard to sex, the table shows that in the 
total number of 200 cases, 52 or 26% were male; 
148 or 74% were female. This again agrees with 
the findings of other writers® and the usually ac- 
cepted fact that arthritis occurs more often in 
the female than in the male. These 200 cases 
have been divided as carefully as possible into 
the three types mentioned before. The type was 
decided upon in conference after clinical and 
X-ray study. Often the X-rays were repeated 
at intervals. In a few cases these type diagnoses 
would have been difficult unless the case could be 
watched for a considerable length of time, as has 
_ been possible in this hospital. The majority 
readily fell into one of the three groups. 

Table 1 shows the metabolic rates of the whole 
group and the three types. It will be noted that 
the greater number, or 61% of the whole group, 
fell within the normal limits, +10; that 39% are 
abnormal, almost equally divided between plus 
and minus. When we come to the consideration 
of the types, the infectious group shows 62% nor- 
mal, 38% abnormal,—with the tendency toward 
the plus side, 21% to 17%. The atrophic group 
shows 67% normal, 33% abnormal,—with the 


It is interesting to note that the 1 year group showed 58% normal, and that 66% of the “Over 


tendency toward minus, 18% to 15%. The hy- 
pertrophic group shows 54% normal, 46% ab- 
normal, with the minus group far ahead of the 
plus, 27% to 19%. Arbitrarily taking zero as a 
starting point, it will be noticed that the tend- 
ency toward minus is more marked. 

An interesting fact has been brought to light 
in this study of the basal metabolic rates of these 
cases of arthritis——namely, that some cases 
showing a plus metabolism have, after the exhi- 
bition of thyroid, dropped to a rather low minus, 
and as the thyroid has been increased, the rate 
has gradually risen again towards normal wit. 
a distinct improvement in physical condition and 
general improvement in the arthritis. Specula- 
tion in regard to this is of interest, and the cause 
may be due to several factors: 


1. Relief from physical and mental strain 
through hospital care. 

2. Complete rest, which they had not been 
having at home. 

3. Thyroid administration may rest the thy- 
roid gland which has been overstimulated in the 
attempt to keep up the metabolic rate. 

4. Relief from nervous tension through the 
use of thyroid extract. 


Commenting on these possible causes, it is in- 
teresting to note that with hospitalization alone, 
some cases have shown the same drop from a 
higher metabolism to a lower, as if thyroid had 


been given, but have not come up from this lower 
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rate without the use of thyroid. Neither is the 
general tone of the body improved without thy- 
roid. So that it would seem probable that this 
was not alone a result of mental or physical rest, 
or relief from strain, but was a direct result of 
thyroid. It has seemed to the writers that this 


TABLE 4 


some relief produced by the administration of 
formed on all cases of chronic arthritis. 
SUMMARY 


1. 39% of 200 cases of chronic arthritis had 
an abnormal metabolic rate. 


INFECTIOUS ARTHRITIS = AGE AND METABOLISM 


Cent Cases 
1-10 Years’ 4.3%| 4 4 2 or 50% 2 or 50% 

11-20 " 7.4%) 7 3 or 43% 4 1 or 147% 3 or 43% 
21-30 * 19 Z| 18 16 or 89% 2 2 or 11% 

31-40 " 27 %\| 25 15 or 60% 10 6 or 24% 4 or 16% 
41-50 "* 21.3% | 20 11 or 55% 9 4 or 20% 5 or 25% 
51-60 * 17 “| 16 10 or 634% 6 1 or 6% 5 or 31% 
61-70 3.0% | 3 2 or 66 2/3%| 1 1 or 33 
71-80 " 2.0%] 1 1 or 100% 7 

INFECTIOUS ARTHRITIS = DURATION AND METABOLISM 
DURATION METABOLISM 
Per No. Normal Kbnormal Winus Plus 
Cent Cases 

1 Year 277, 25 17 or 68% 8 4 or 167% 4 or 16% 
2 16% 15 10 or 67% 5 3 or 20% 2 or 13% 
3:2 7h: 7 4 or 57% 3 2 or 29% 1 or 14% 
4 * 2% 2 2 or 100% 0 

5 * oF 8 3 or 37.5% | 5 2 or 25% 3 or 37.5% 
6 * 94 8 5 or 62.5% | 3 2 or 25% 1 or 12.5% 
, Bake. 4% 4 3 or 75% 1 1 or 25% 

gs * 5% 5 2 or 407% 3 1 or 20% 2 or 40% 
9 " 3% 3 1 or 33 1/34] 2 1 or 33 1/3% 1 or 33 1/ 
lo * 6f 6 5 or 83 1/3%| 1 1 or 16 2/3 
Over 10 Yrs. 12% li 6 or 557 5 lor ¥ 4 or 36% 


The effect of age or duration on metabolism in the Infectious Group is not apparent. Where variations occur the 


tendency is towards the plus side. 


probably was the result of relieved nervous ten- 
sion, since the kymographic charts in these cases 
were very erratic at first, but became much more 
stable and even, after the drop in metabolism 
had been brought up again by thyroid. The 
accompanying chart will indicate clearly what 
took place. This, so far as we can find, has not 
been reported elsewhere, but adds to our belief 
that metabolic study as a routine should be per- 


2. Age of the individual, duration of the dis- 
ease, and activity of disease apparently have no 
great effect upon the metabolic rate in this group 
of cases. 

8. In the infectious type, the plus rate was 
slightly greater than the minus. But in the 
atrophic, and especially in the hypertrophic, the 
tendency was toward the minus rate. In the lat- 
ter group, only 54% were normal, with the great- 
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TABLE 5 
ATROPHIC ARTHRITIS = AGE AND METABOLISM 
AGE METABOLISM 
aes Per No. Normal us Plus 
Cent Cases 

11-20 Years 2% 1 1 or 100% 

21-30 " 6% 3 3 or 100% 

31-40 " 22% 12 8 or 65% 4 4 or 35% 

41-50 " 20% | 12 8 or 73% 3 3 or 27% 

51-60 " 39% 21 ll or 53% 10 3 or 14% 7 or 33% 
61-70 " 9% 5 4 or 80% 1 1 or 20% 
71-80 " 2% 1 1 or 100% 

ATROPHIC ) ARTHRITIS - DURATION AND METABOLISM 
DURATION METABOLISM 
oc Per No. Normal us Plus 
Cent Cases 

1 Year 725%] 4 1 or 25% 3 2 or 50% 1 or 25% 
s.° 13 %| 7 6 or 86% 1 1 or 14% 
ie 75%) 4 3 or 75% 1 1 or 25% 
4 * 1l %]} 6 5 or 83% 1 1 or 177% 

5 * 9 4165 4 or 80% * 1 or 20% 

> 9 %] 5 5 or 100% 0 

; 3 4%] 2 1 or 50% 1 1 or 50% 

g * 9 £Z£| 5 2 or 40% 3 2 or 40% 1 or 20% 
10 * 6 Z| 3 2 or 66 2/3%| 1 1 or 33 1/3% 
Over 10 Yrs. 24 41413 7 or 54% 6 2 or 15% 4 or 31% 


Here, again, the effect of age or duration on metabolism in the Atrophic Group is not apparent, except that the 


variations which occur shuw a tendency towards the minus side. 
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TABLE 6 
HYPERTROPHIC ARTHRITIS = AGE AND METABOLISM : 
AGE METABOLISH 
Per No. Normal Abnormal Plus 
_ Cent Cases 
30-40 years 64, 3 3 1 or 33 1/3% |2 or 66 2/3% 
41-50 " 19% 10 6 or 607% 4 3 or 30% 1 or 10% 
51-60 7 46% 24 12 or 50% 12 6 or 25% 6 or 25% 
61-70 " 23%, 12 9 or 75% 3 2 or 17.5% |1 or 7.5% 
71-80 " 6% 3 1 or 33 1/34| 2 2 or 66 2/3% 
HYPERTROPHIC ARTHRITIS= DURATION AND METABOLISM 
DURATION METABOLIS 4 
Per Now “Kenormal Winus— Plus 
Cent Cases 
1 year 21 %/]11 6 or 55% 5 3 or 27% 2 or 18% 
ee 19 % | 10 6 or 604 4 1 or 10% 3 or 30% 
i 11.5% | 6 2 or 33 1/34| 4 4 or 66 2/34 
4 * 7.64 | 4 2 or 50% 2 2 or 50% 
5 2.0% | 1 1 or 100% 
a°* 1%] 8 3 or 37.57% 5 3 or 38.5% or 25% 
1.9% | 1 or 100% 
* 4.0% 2 2 or 100% 
lo * 8.0% | 4 2 or 50% 2 1 or 25% 1 or 25% 
Over 10 yrs. 10.0%] 5 3 of 50% 2 a 2 or 40% . 


Here, again, age and duration have no apparent effect on ee but, it will be noted, there is a striking 


tendency toward the minus side in those cases which varied from normal. 
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TABLE 7 


ACTIVITY:OR INACTIVITY OF DISEASE= WHOLE GROUP (200) 


METABOLISM 


Per Noe Normal Abnormal Minus Plus 
Cent Cases 
ctive 72.5% | 145 94 or 65% 51 or 35% 26 or 18% 25 or 17% 
Inactive 27.5% | 55 28 or 5% 27 or 49% 14 or 25% 13 or 24% 
INFECTIOUS (94) 
METABOLISYS# 
Per No. Normal Abnormal Minus Plus 
Cent Cases 
ctive 17%, 72 50 or 69% 22 or 314% 10 or 14% 12 or 17% 
Inactive 23% 22 8 or 36, 14 or 63.5%] 6 or 27% 8 or 36.5% 
ATRCPHIC (54) 
METABOLISM 
Per Noe Normal Abnormal Minus Plus 
Sent Cases 

Active 74% | 40 29 or 72. 11 or 27.5% | 6 or 15% 15 or 12, 
Inactive 26% | 14 7 or 50% 7 or 50% 4 or 29% 3 or 214% 
HYPERTROFHIC (52) 

METABOLISM 
Per Noe Norinal Abnormal Minus Plus 
Cent _Cases 
Active 63% 33 15 or 46% 18 or 54% 10 or 30% 8 or 24% 
Inactive 37% 19 1é or 68% 6 or 32% 4 or 21% 2 or 11% 


nearly equal. 


in the infectious and a minus variation in the atrophic. 
age of normals was in the inactive group, with a large 
a tendency in both groups being distinctly towards the minus 


Regarding the effect of activity of the disease upon the basal metabolism in the whole group, 200 cases, it was 
found that the percentages from normal were about equal; that in the variations from normal the plus and minus were 
equally divided. In the inactive cases there was a slight tendency toward the minus side. 

In the infectious and atrophic groups, during activity of the disease, the percentage of normals was high and very 

The greatest variation from normal was found in the inactive group, with a tendency to a plus variation 

When we come to the hypertrophic group, the larger percent- 
proportion of the active cases varying from the normal rate— 
side. 
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est variation from normal of any of the groups. 
This would be expected, since hypertrophic 
arthritis occurs in the heavy-boned type of indi- 
vidual with a tendency toward obesity. 


stable. This has been ascribed to relief from 
nervous tension in a potential hypothyroid case. 

6. From the foregoing conclusions, it would 
seem that the use of thyroid in some cases would 


BASAL METABOLISM CHARTS 


* At first, when the 


4. Inasmuch as this study has shown 39% 
variation from normal metabolic rates in chronic 
arthritis, the writers believe that determination 
of metabolic rate should be made upon all cases 
of chronic arthritis when possible. 

5. Some cases showing a plus metabolism, but 
with a very erratic and unstable graphic chart, 
have, after the exhibition of thyroid, dropped 
to a low minus, and as the thyroid has been in- 
creased, the metabolic rate has gradually risen 
to normal and the chart has become much more 


motabolisms began to drop with thyroid, not knowing 
was discontimed, as in this case. Later, the patients were found to improve if thyroid ms 


quite what this meant, the 
contimed, 


be of distinct benefit, and this has been borne 
out by the clinical experience. 


1 Goldthwait, Osgood and Painter: Diseases Bones and Joints. 

2 Boothby and Sandiford: Jour. Biol. Chem., 1922, Vol. 54, 
pp. 767, 783. 

3 DuBois: Basal Metabolism in Health and Disease. Phila- 
delphia, 1924. 

4,5 T. 8S. P. Strangeways: Bulletin of Committee for Study 
of Special Diseases, Vol. 1, p. 60, Aug., 1907. 

6 Pemberton: Studies on Arthritis in the Army Based on Four 

Cases, 1920, p. 11. 
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PERCIVAL’S MEDICAL ETHICS* 


BY CHAUNCEY D. LEAKE, PH.D. 


“For the physician the strictly scientific practice 
of medicine leads often in one direction, the condi- 
tion of remuneration in another.” 


—Warner Fite, Study of Ethics. 


THE two most significant documents prepared 
by physicians for their moral guidance are the 
Hippocratic Oath and Percival’s Code. The 
former is still respected, but the latter is almost 


FP cr before the Harvard Medical Society, April 12, 


The author desires to apologize for presuming to discuss a 
subject about which he has necessarily had no practical experi- 
“ence. His treatment of the matter is historical and is based 
upon six years of conscientious study. Its only value is that 
it represents the viewpoint of a sympathetic layman. 


forgotten. Nevertheless, the kindly English- 
man’s chief work laid the basis for modern sys- 
tems of medical ethics, a better appreciation of 
which may be gained by a perusal of their pro- 
totype. 

The moral aspects of medical practice have 
been regulated by civil authority and by physi- 
cians themselves. Ever since Hippocrates, lead- 
ing medical writers have echoed the moral ideal- 
ism of the Greeks. Some, it is true, as Arnold 
of Villanova and Henri de Mondeville, have at- 
tempted to inject a more hedonistic note into the 


matter, but on the whole, as exemplified by Para- 


graphic chart of the metaboli t 50 
drop to mims in spite of increased sm tests on two cases which were given thy: eee 
pr definite improvement in the doses. Patients are now taking lar id, and which contimed 
nofmal . general condi ger and large 
' so far. tion, but without showing r doses of thyroid 
any signs of the metabolism rising 
CES 
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celsus and Sydenham, idealism of the highest 
sort has predominated. In the eighteenth cen- 
tury, men became impressed with the signific- 
ance of law and order in nature, and this idea 
profoundly influenced all thought. All kinds 
of abstractions, it was felt, could be reduced to 
a system of rules. For medical ethics, this was 
attempted by Thomas Percival. 

The reduction of any general prineiple to a 
set of rules is unfortunate, for it involves in- 
consistencies, and tend to emphasize letter in- 
stead of spirit. This has actually happened in 
medical ethics. 


THOMAS PERCIVAL 


Physically handicapped by astigmatic vision 
and migraine, Percival was a scholarly and 
judicious thinker, highly respected for his per- 


THOMAS PERCIVAL 


sonal charm and character. He was intensely 
interested in social problems, and his whole life 
was influenced by his love for his fellow men. 
Born September 29, 1740, in Warrington, Lan- 
cashire, Thomas Percival was left an orphan 
when three years old, and was raised by an 
elder sister. His uncle was a physician, and 
left him a legacy and a collection of medical 
books. The young man was an independent 
thinker, and enrolled as a dissenter in the Uni- 
tarian Academy of Dr. Aikin’s at Warrington. 
In 1761 he entered Edinburgh, and came under 
the tutelage of that remarkable group of men 
who did so much to shape American medicine 
by their instruction of such leaders as Benjamin 
Rush and David Hosack. Taking his M.D. at 


Leyden in 1765, Percival was this same year 
made a Fellow of the Royal Society. 

Following his academic training, Percival 
settled in Manchester, and married Elizabeth 
Bassnet. His first publications, a series of medi- 
cal and philosophical essays, appeared in 1767, 
and attracting much attention, were several 
times republished with additions. To Percival 
was due the founding of the Manchester Liter- 
ary and Philosophical Society, that  dis- 
tinguished body which sheltered Dalton and 
Joule, and whose Transactions are still filled 
with important scientific material. Percival 
was President practically from its start in 1781 
to his death, and contributed 9 of the first 55 
papers. 

Percival’s contributions to sociology are im- 
portant. In 1770 he published ‘‘Proposals for 
the Establishment of More Accurate and Com- 
prehensive Bills of Mortality.’’ He desired to 
collect data on births, marriage, deaths, causes 
of death, and acute sicknesses, with information 
on age and sex. In 1773 he actually made a 
eensus of Manchester, communicating the data 
with a critique of statistical information to the 
Royal Society. With the growth of industry, 
he early became impressed with the necessity 
for improving factory hygiene, and advocated 
regulations for ventilation, rest room, and gen- 
eral cleanliness. In order to control epidemics, 
he insisted upon the necessity of a board of 
health with police power to inspect lodging 
houses, tenements, water supplies, and sewage 
disposals. Such an organization was finally 
established in Manchester in 1796. With some 
of his friends, he was instrumental in building 
a contagious hospital for the city, pleasantly 
called ‘‘The House of Recovery,’’ and also in 
providing free dispensary service for the poor. 
He is recognized as the initiator of reform in 
industrial hygiene, and he was among the first 
to become interested in social hygiene. 

In medical practice he deserves notice for 
his efforts in introduce cod liver oil into thera- 
peutics. He employed it with success in debili- 


_|ty and chronic wasting diseases. 


Percival’s friends were many and varied. He 
corresponded with Franklin, Voltaire, Diderot 
and D’Alembert. De Quincy hints that his 
French correspondence, ‘‘hollow, insincere, and 
full of courtly civilities, to Dr. Percival was a 
known friend of the tolerance,’’ was not pleas- 
ing to his English friends. In the profession, 
Percival was in close touch with such leaders 
as John Hunter, William Heberden, William 
Withering, and the revered Haygarth. At Man- 
chester there was a particularly interesting 
group of medical men. These were associated 
with Percival in many civic enterprises and in 
promoting worthy advance in medicine. 

In the eighteen century in England there 
were three groups of medical practitioners: 
physicians, surgeons, and apothecaries. There 
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was quite an elaborate system of etiquette and 
courtesy between the groups, which frequently 
led to friction and rivalry. The physicians had 
the best social standing, and were supposed to 
have the best training and cultural background. 
The surgeons were the practical men who were 
engaged in advancing their specialty to a re- 
spectable footing. The apothecaries were the 
physicians to the poor and for the rural dis- 
tricts. With a five year apprenticeship, their 
training was fair, and in fact they were the 
ones who were first called in sickness, and who 
were supposed to take care of routine chronic 
cases. They were expected to call in the phy- 
sician of the community when their skill was 
ineffective, or when the case presented grave 
symptoms. They were, of course, responsible 
for the dispensing of medicines. Thomas Dover, 
that free-speaking buccaneer, voiced his opin- 
ions of the apothecaries in no uncertain terms, 
but it seems that they were, as a group, on good 
terms with the physicians and did not abuse 
their position. 

In Manchester, Percival had as close friends 
Charles White (1728-1813), the distinguished 
surgeon and obstetrician, whose work on puer- 
pural fever is classic, and Thomas Henry (1734- 
1816), an apothecary, who first translated 
Lavoisier into English, and who made extensive 
studies on milk of magnesia. From these two 
men, Percival probably received much advice in 
regard to the points of etiquette between the dif- 
ferent branches of the profession as discussed 
in his Code. 

As early as 1771 Percival wrote on the inter- 
nal regulation of hospitals, and shortly after in 
1775 published a volume of moral tales designed 
for the ethical instruction of children. These 
activities showed his interest in ethical progress, 
and his correspondence with philosophers made 
him widely known as a judicious thinker on the 
subject. The origin of his work on medical 
ethics is to be found in some difficulties in con- 
nection with the Manchester Infirmary. To this 
charity he was appointed physician in 1778, but 
resigned because of his physical disabilities in 
1780, whereupon he was appointed physician 
extraordinary. 

In 1789 an epidemic of typhoid or typhus 
taxed the capacity of the Infirmary, and the 
trustees decided to double the attending staff. 
The surgeons and physicians already on the 
staff, among whom were White and Henry, took 
this as a reflection upon their efforts, and re- 
signed. John Ferriar (1761-1815), an enthusi- 
astie student of John Hunter, and a leader in 
efforts at medical reform, was appointed chief 
Surgeon. Ferriar was a remarkable man, the 
author of ‘‘Recollections of Sterne,’’ and inter- 
ested in all cultural movements. He worked 
with Percival in attempting to control city sani- 
tation, and was one of the most ardent support- 
ers of ‘‘The House of Recovery,’’ which was op- 


posed by the older group. In the confusion at- 
tending the change of staff, there was apparent- 
ly much friction, and in 1791, Percival was 
asked by the trustees of the Infirmary to draw 
up a ‘‘scheme of professional conduct relative 
to hospitals and other medical charities.’’ This 
request indicates the esteem with which Percival 
was held by both parties to the controversy, and 
the reliance placed in his fairness and judg- 
ment. 

Such a scheme was printed for private dis- 
tribution in 1794, and as Percival indicates in 
the preface to the published Code, was circula- 
ted for several years among his friends, in order 
to obtain their criticisms. Among those who 
assisted in this revision were Erasmus Darwin, 
William Withering, and William MHeberden. 
The completed work was published in February 
1803. The author states that its publication was 
delayed by the death of a son, for whose use it 
was intended, and that the death of his wife 
removed all incentive to its appearance. How- 
ever, with a second son about to enter the pro- 
fession of medicine, it was felt that an opportune 
moment for its publication had arrived, and to 
this son it was affectionately dedicated. Per- 
cival died the year following. 

A second edition came out in 1827 under the 
auspices of an anonymous editor who took oc- 
casion to criticize with some harshness the cur- 
rent medical difficulties of his day. <A third edi- 
tion under the direction of Greenhill appeared 
from Oxford in 1849. 


PERCIVAL’S MEDICAL ETHICS 


The work is divided into four parts with a 
preface and notes. The chapter headings are: 
‘‘Of Professional Conduct Relative to Hospital 
or Other Medical Charities’’; ‘‘Of Professional 
Conduct in Private, or General Practiee’’; ‘‘Of 
the Conduct of Physicians to Apothecaries,’’ 
and ‘‘Of Processional Duties in Certain Cases 
which Require a Knowledge of Law.’’ Two 
other chapters had been contemplated, ‘‘On the 
Powers, Privileges, Honours, and Emoluments 
of the Faculty,’’ and ‘‘On the Moral, Religious, 
and Political Character of Physicians,’’ but 
these were never completed. The work was orig- 
inally called ‘‘Medical Jurisprudence,’’ but the 
author was persuaded that ‘‘Medical Ethics’’ 
would be more appropriate. As Dr. John 
Brown, the genial writer of ‘‘Rab and His 
Friends,’’ says, ‘‘The Duties of a Physician 
would have been less pendantic, and more cor- 
rect and homely.”’ 

It is interesting that current writers on medi- 
eal ethics have not availed themselves of the 
philosophical analyses of the principles of ethical 
theory made by recognized ethical writers. The 
two chief ethical positions are idealism, which 
stresses the interests of humanity as a whole, and 
hedonism, which emphasizes the interests of indi- 
vidual selves. Hedonism is usually concerned 
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with personal pleasure; idealism, with the fur- 
therance of the welfare of society. 

Whenever a person in everyday life is con- 
fronted by a moral issue, he more or less uncon- 
sciously chooses or compromises between the two 
chief paths of conduct open to him, and his final 
action will have a hedonistic or idealistic char- 
acter, according to his temperament. In the 
evolution of society, it has been found that cer- 
tain moral issues of a major kind occur again 
and again, and rules of action to cover such 
questions have gradually arisen from experience. 
These regulations of conduct are in the form of 
compromises, safeguarding at once the interests 
of humanity and the interests of individuals, and 
they form the body of law. 

Professional men have more specific moral 
issues confronting them daily than the mass ex- 
perience of humanity has evolved rules to cover. 
This is especially true for the physician, whose 
every professional move implies a choice between 
acting in the ideal interests of humanity, or in 
the practical interests of self. Physicians have 
extremely vital relations with their patients, 
quite delicate relations with each other, and gen- 
erally authoritative relations with the public. 
This complexity of responsibility, honor, and 
prestige, tending as it does to exaggerate both 
the idealism and the egotism of the practitioner, 
makes it difficult for him clearly to see one path 
of righteousness and to follow it alone. As a 
result, it is convenient for the doctor to find 
refuge in utilitarianism, the greatest good for 
the greatest number. This is really an inef- 
fectual compromise, however, since the physi- 
cian, in common with the rest of us, is most apt 
to include himself as the most important con- 
stituent of that ‘‘number.’’ The hedonistic 
implications of utilitarianism are again apparent 
when one considers that the ‘‘greatest good’’ re- 
fers usually to the largest sum of personal 
pleasures. 

Nevertheless, when one reviews the principles 
underlying the moral responsibilities of medical 
men, as enunciated by physicians themselves, 
and relates them to the historical evolution of 
philosophy and civilization, one feels that medi- 
cal ethics is not based upon utilitarianism but on 
idealism, primarily. From the Hippocratic oath 
to the latest revision of the Principles of Ethics 
of the American Medical Association, it is im- 
plied by all the medical-ethical writers that the 
ideal ends in the interests of humanity are the 
real bases for their remarks, and that these must 
be compromised only as little as possible in the 
interests of self. It is more to be noticed, of 
course, in their less formal statements, the most 
striking recent examples of which are the general 
medical essays of John Brown, Holmes, Mitchell, 
and Osler. 

One can appreciate why the idealism of the 
medical profession has not been consistently and 
formally developed as the basis of codified medi- 


cal ethics. Idealism seems clearly felt by most 
physicians to be on a higher moral plane than 
hedonism, but as is sadly recognized, true idea!- 
ism 18 quite impossible in medical practice under 
existing conditions of human nature. The phy- 
siclan must live. He owes a debt to himself and 
to his family, as well as to society. 

In Percival’s Code, as well as in all the systems 
of medical ethics since derived from it, there is 
marked confusion of idealism and hedonism in 
the different rules laid down. That the result is 
not as naive as might be expected, is striking 
tribute to the common sense and dignity of 
Percival and of the writers on medical ethics 
who have followed him. The circumstances, 
under which Percival’s Code was written, made 
it necessary for him to place considerable empha- 
sis upon medical etiquette. This is especially 
brought out in the long discussion on consulta- 
tions. The idealistic note in Percival’s Code is 
particularly apparent in the appended notes, 
many of which form interesting essays in them- 
selves. Percival’s words are dignified and well 
chosen. They reflect the attitude of mind of 
the courteous and scholarly English gentlemen 
of the period. 


INFLUENCE OF PERCIVAL’S MEDICAL ETHICS 


Before the appearance of Percival’s Code, the 
medical profession handled its ethical problems 
on the basis of the Greek tradition of good taste 
and personal honor. Emphasis fell upon the 
spirit of the matter, and there was no formulated 
letter to cavil over. Percival’s last wish would 
have been to turn attention from spirit to letter, 
but the very codification of ethical principles in 
Medicine into a system of rules made this inevit- 
able. Physicians were now supplied with a con- 
crete rule as a standard in a particular situation, 
instead of an abstract principle, and it was nat- 
ural for violators to turn the letter of the rule to 
their advantage. For over two thousand years 
the general provisions of the Hippocratic oath 
served satisfactorily as a basis for medical 
ethics; with increasing emphasis on specific 
rules, as inaugurated .by Percival’s Code in 1803, 
continued revision of such rules has been found 
necessary to meet new conditions. 

This is illustrated by the history of medical 
ethics in the United States. With the rapid ex- 
pansion of the country in the early decades of the 
19th Century, many were attracted to the profes- 
sion by public demand for medical service. 
Facilities for adequate training were slow to de- 
velop, and the morale of the profession fell. Dr. 
Samuel Brown (1769-1830) of Lexington, Ken- 
tucky, thought he could solve the difficulty by 
organizing a secret fraternity of the better phy- 
sicians (the Kappa Lambda Society of Aescula- 
pius), and by developing within it high mora! 
ideas. These were based on Percival’s Code, 
and such a compilation was published in 1819. 
Later, however, the Society came to grief 
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through the gross hedonism of its New York 
chapter. Impelled by the same motives of im- 
proving the standards of professional training 
and morality, Dr. Nathan Smith Davis (1817- 
1904) sueceeded in organizing the American 
Medical Association in 1846, in spite of much 
opposition. Almost its first business was the 
formulation and publication of a Code of Ethics 
(1847), which was clearly acknowledged to be 
based on Percival’s work. 

With the improvement in training and stand- 
ing of ‘“homeopathic’’ physicians, there devel- 
oped considerable difficulty, during the eighties, 
with regard to consultation between these prac- 
titioners and the regulars. This led to great 
trouble in New York State and actually dis. 
rupted the New York State Society. The more 
enlightened members of the regular profession, 
such as Abraham Jacobi, realized that the rules 
on consultation in the Code of Ethies were too 
strict, but it was impossible for them to bring 
about a change. Dr. St. John Roosa proposed 
the abolition of the Code of Ethics entirely. He 
suggested that the only ethical offenses, for 
which the profession should claim and promise 
to exercise the right of discipline, ‘‘are those 
comprehended under the commission of acts un- 
worthy a physician and a gentleman.’’ This 
simple principle unfortunately found little sup- 
port. 

The situation finally came to a head at the 
New Orleans meeting of the American Medical 
Association in 1903 when a committee was ap- 
pointed to revise the Code of Ethics of the or- 
ganization. This committee drew up a report 
which was not satisfactory to one of its more 
thoughtful members. Accordingly, he wrote oui 
a system of advisory precepts in medical ethics 
and had it distributed to the delegates. His in- 
fluence was great enough to secure its adoption. 
This became the Principles of Ethics of the 
American Medical Association and was much 
milder and apparently much more satisfactory 
than the older code. In 1912 these Principles of 
Medical Ethies were again revised, and it has 
been found that amendments and changes have 
been necessary nearly every year. 

The present Principles of Medical Ethics of 
the American Medical Association have still 
much in common with Percival’s Medical Ethics, 
for they follow the same aphoristic style, em- 
ploy the same type of phraseology, and in the 
important and fundamental features, are very 
similar. This is especially true in those sections 
which have, historically, given the greatest dif- 
ficulty ; viz., those concerned not with the funda- 
mental principles of medical ethics, but with 
medical etiquette, particularly in consultation. 


IN CONCLUSION 


No matter how greatly we may lament the 
fact, the old family doctor is passing away in 
the growth of specialism, group clinics, and hos- 


pitalization of the sick. The personal relations 
between the physician and the patient are disap- 
pearing in the routine of technical diagnosis, 
mass treatment, and mass prophylaxis. With 
this change, the fundamental issues of medical 
ethics are again becoming acute. | 

Percival’s Code (1803) is the essential docu- 
ment for the understanding of modern medical 
ethics. It has the disadvantage of any set of 
moral rules based upon intuition and experi- 
ence, and not built consistently upon any one 
ethical principle. It has the advantage of con- 
creteness and specificity but this, again, is un- 
fortunate from an ethical point of view, because 
it has served to emphasize letter instead of spir- 
it. These consequences were not to be foreseen 
by Percival, who sincerely and earnestly did his 
best to promote the idealism and dignity of the 
medical profession. 
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BUBONIC PLAGUE 


THE first case of bubonic plague to occur in 
the United States in a year and a half resulted 
in the death of a five-year-old child in California 
on July 8. The case was directly attributable to 
the handling of a ground squirrel, according to 
a report of the United States Public Health 
Service. Since this case was reported more 
than 5,000 squirrels have been killed, but all 
have been found negative for infection. 

In the past 15 years about one case of plague 
a year has been reported from California, all 
being due to the handling of ground squirrels. 


THE STUDY OF OTOSCLEROSIS 


Tue Carnegie Foundation has made an ap- 
propriation of $90,000 to be used in the study 
of the cause of otosclerosis, according to a re- 
port by the Bureau of Education of the Depart- 
ment of the Interior. a3 

The fund will be used under the supervision 
of a committee of seven. The retiring presi- 
dent of the American Otological Society will be 
chairman of the.committee. The committee will 
have other funds which may be used in the 
study and the otological research laboratory of 
Johns Hopkins University will collaborate with 
the Foundation in the study. ; 
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CASE 13351 


ACUTE BACKACHE WITH BLOODY 
URINE 


MeEpIcaAL DEPARTMENT 


A Swedish-American carpenter thirty years 
old entered the Emergency Ward June 1 com- 
plaining of pain in the back. 

Sixteen days before admission while he was 
earrying a heavy beam he felt something ‘‘give’’ 
in his back. Four days later he had to stop 
work because of peculiar dull pain in his lower 
back, left flank and lower abdomen. Rest in one 
position relieved the pain, but after a time it re- 
curred until he changed his position. The symp- 
toms became more troublesome daily. He felt 
weak, and had oliguria. Records of the Out- 
Patient Department show visits May 24 and 25. 
He complained of pain in the left flank and 
lower abdomen from the ensiform to the sym- 
physis and in both lower backs of a week’s dura- 
tion. His bowels moved with difficulty. At both 
visits the urine was bloody, specific gravity 
1.000, a trace of albumin, the sediment filled with 
red and white blood cells. During the next week 
he lost appetite and had increasing dyspnea. 
The day before admission his testicles were ten- 
der. He thought he had lost some weight. He 
looked rather pale. 

His family history was good. 

His past history was negative except for 
rheumatism in childhood and a fractured right 
clavicle seven years before admission. 

Clinical examination showed a well nourished 
man lying comfortably in bed. Head, throat 
and lungs normal. Apex impulse of the heart 
felt in the fifth interspace 10 centimeters to 
the left of midsternum, 214% centimeters outside 
the mideclavieular line. Left border 11 centime- 
ters to the left, right border 4 centimeters, su- 
pracardiac dullness 6 centimeters. Sounds and 
action normal. <A soft blowing midsystolic mur- 
mur all over the precordium, best heard over 
the pulmonic area. Pulses and artery walls 
normal. Blood pressure 110/70. Pulsation in 
right dorsalis pedis artery normal, in left feeble. 
Left costovertebral tenderness on deep palpa- 
tion. Right external inguinal ring very lax. 
\Rectal examination, genitals and extremities 
negative. Left pupil greater than right, both 


regular, reactions normal. Fundi normal, Sy. 
perficial and deep reflexes lively and equal. 

Urine 26 to 34 ounces, specific gravity 1.011 
cloudy at all of three examinations, a large trace 
of albumin at all, sediment loaded with red 
blood cells at 2 of 3 sediment examinations, 4 to 
8 red cells per high power field at the third, one 
to five leucocytes once, 15 to 20 brown granular 
casts once. T'wo-hour test: 3 specimens together, 
specific gravity 1.012, total amount 15 cubic 
centimeters. Renal function 0. Blood at en- 
trance 8,900 leucocytes, polynuclears 77 per cent., 
hemoglobin 80 per cent., reds 4,140,000, smear 
normal. Later examination showed 9,400 to 
12,000 leucocytes, hemoglobin 50 per cent., reds 
3,350,000. Wassermann negative. Non-protein 
nitrogen June 1 155 milligrams, -June 4 173 
milligrams, June 6 215 milligrams. Urie acid 
June 4 and 6 11.1 milligrams. Stools negative 
at three examinations. 

X-ray examination showed the kidney shad- 
ows normal in size, shape and position. No cal- 
culi were visible. The lumbar spine and sacro- 
iliac region were negative. There was slight sco- 
liosis in the dorsal spine. The transverse mea- 
surements of the heart were increased. (See il- 
lustration.) The shadow was prominent in the 
region of the auricles. The diaphragm was 
somewhat high on both sides and it was thought 
may have accentuated the measurements some- 
what. About an upper molar which was a pos- 
terior supporting tooth with a bridge there was 
some periapical absorption. 

Temperature 97.3° to 99.7°, pulse 52 to 108, 
oe 18 to 28 with a terminal increase to 


Orders. June 1. Rest in bed. Soft solid 
diet. Fluids ad libitum. Milk of magnesia 1 
ounce daily at 6 a. m. Luminal 3 grains at 8 
p.m. Dovers powder 10 grains. June 4. Hot 
wet packs t. i. d. Subpectoral. Force fluids. 
June 6. Codeia half a grain. June 7. Paregoric 
1 dram. Hot wet packs for 20 minutes t. i. ‘1. 
Diuretin 15 grains. Morphia 1/6 grain s. ¢. Caf- 
fein 10 grains s. c. if respirations should fall to 
12 or below. June 8. Omit hot packs. Omit 
maz icsium sulphate and all catharsis. June 9. 
Digifolin 3 grains intramuscularly at 2 p. m. 
and 6 p. m. Murphy drip. Soapsuds enema. 
June 10. Morphia 1/8 grain at 7.45 a.m. Mor- 
phia 1/8 grain with atropin 1/100 grain at 
8.15 a. m. Be 

June 2 examination of the abdomen showed 
tenderness and voluntary spasm. There was also 
spasm in the left costovertebral angle. The mea- 
surement of the midclavicular line was given as 
6 centimeters, the left border of dullness 12. 
There was a systolic murmur at the apex, and 
when the patient was on his hands and knees 
there was a marked presystolic with a markedly 
accentuated pulmonic second sound. 

The patient had considerable pain in the 
back, relieved by sitting up. He had difficulty 
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in drinking fluids because of nausea, and con- 
sequently voided little. 

The morning of June 4 he showed trembling, 
with marked tremor of the lips and extremities. 
The upper abdominal reflexes were just ob- 
tained. The low abdominals and cremasterics 
were active. The knee-jerks were hyperactive, 
the ankle jerks and plantar response vigorous. 
The spine showed good mobility. The blood pres- 
sure was 120/75. The patient had a somewhat 


wey: 


The transverse measurements of the heart are increased. 


urinous odor without evidence of incontinence. 
That day a mass was palpated anteriorly below 
the right costal border, very tender. There was 
a possible mass on the left in the corresponding 
region, but there was so much tenderness that it 
was impossible to be certain about this. There 
was much less tenderness over the kidneys post- 
erlorly. Catheterization that day gave 1 cubic 
centimeter of urine. 1500 cubic centimeters of 
normal salt solution was given subpectorally, 
and hot packs. The next day the condition was 


essentially the same. He was given 500 cubic 
centimeters of normal salt solution and 10 cubic 
centimeters of 5 per cent. calcium chloride in- 
travenously. June 6 he was still oliguric. Vene- 
section was done and 500 cubic centimeters of 
blood withdrawn. 1,000 cubic centimeters of 
21% per cent. glucose solution in saline with 10 
cubic centimeters of 5 per cent. calcium chloride 
solution was given intravenously. The possibil- 
ity of poisoning was excluded by questioning the 


The 


die The shadow is prominent in the region of the auricles. 
phragm is somewhat high on both sides and may accentuate the measurements somewhat. 


family. As a forlorn hope 15 grains of diuretin 
was given t. i. d. June 7, and another subpec- 
toral of 2,000 cubic centimeters of 214 per cent. 
glucose in normal saline. June 8 his face became 
quite puffy. He was unable to take diruetin or 
anything else by mouth. He lost ground steadily. 
June 10 as a last resort digifolin 6 grains was 
given intramuscularly and typhoid 100,000,000 
intravenously. The intravenous saline and glu- 
cose was continued. The lungs filled up. That 
day the patient had a slight convulsion and died. 
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DISCUSSION 
BY RICHARD C. CABOT, M.D. 
NOTES ON THE HISTORY 


Prior to physical examination I have not the 
slightest idea what is going on. There is noth- 
ing that I ean connect with a sudden pain in the 
back, with which his history started, nothing 
which would give a man bloody urine or increas- 
ing dyspnea or tender testicles. My only guess 
at this point is to say that the strain of the 
back had nothing to do with it, that he had a 
wholly separate illness which was coming any- 
way, and which he dated for some reason from 
this strain. I think I would rather not specu- 
late more on that illness until we have more 
facts. 


NOTES ON THE PHYSICAL EXAMINATION 


The apex impulse of the heart, if accurately 
felt, shows enlargement of the heart. I should 
not think we have evidence of any other disease 
of the heart. 

The lack of pulsation in the dorsalis pedis is 
important if it is noted by a person used to feel- 
ing that very artery. There are a good many 
normal people in whom we cannot feel the dor- 
salis pedis artery. There is a great deal of varia- 
tion. Unless we know the person, or have a 
control on the other side of the body, its impal- 
pability is not of any significance. But here we 
seem to have good control on the other side of 
the body, so I think we should put some weight 
on it as a symptom. 

The urine examination suggests nephritis, so 
they go on to make further tests. This is the 


sort of renal function that is really satisfactory | 


in diagnosis. When we get a function as low 
as that we begin to suspect that something may 
be wrong with the kidneys. 

He is losing blood somewhere, that is he has a 
post-hemorrhagic anemia I take it. Whether he 
has lost enough blood through his kidney to 
account for that I am not sure. 

The non-protein nitrogen again gives satis- 
factory diagnostic figures. We are not in any 
doubt about those figures. They are huge. 
Twenty-one to thirty-eight is normal, as against 
this 215 figure that we get at the end. 

I have said, in talking about kidney disease, 
that I do not care about albumin and casts, but 
about four things: fixed gravity, low function, 
zero or thereabouts, high retention products and 
blood in the sediment. We have all four here. 
The main question is whether anything other 
than nephritis, any lesion obstructing or destroy- 
ing the kidney, could give this picture; that we 
can tell better later. 

They are thinking, as I was thinking, of other 
destructive renal lesions. They suspected but 
did not find calculi, hydronephrosis, or anything 
else to destroy the kidney. 

Perhaps this man has had a back strain, but I 


continue to believe it has nothing whatever to 
do with his death, and so far as the X-ray goes 
it confirms that. 

“The transverse measurements of the heart 
were increased,’’ which of course increases the 
possibility that: he had nephritis, a big heart 
so often going with that disease.  __ 

_ The absorption about a tooth is probably of no 
importance. 

Tenderness and voluntary spasm cannot pos- 
sibly be due to nephritis, supposing that they 
are recorded rightly, and that there is some real 
tenderness there. 


DIFFERENTIAL DIAGNOSIS 


We naturally say he died of nephritis. That 
is the first thing. We have to think, however, of 
another possibility, and that is massive renal in- 
farcts. In favor of massive renal infarcts, which 
have to be bilateral, so far as I see, is in the first 
place the sudden onset of this pain in the back. 
If the capsule of the kidney is stretched it can 
give sudden pain. He has a big heart, a heart 
in which clots might form, but we have no sug- 
gestion that it has been an incompetent heart. 
The palpable tumors on the right and left and 
the tenderness go much better with infarction 
than with any type of nephritis. Nephritis has 
no right to cause a palpable kidney, especially 
one which becomes palpable when it was not so 
in the beginning, whereas infarcts have. 

If he has infarcts in the kidney he probably 
has them elsewhere, possibly in the spleen and 
peripheral vessels. . The contradictory point is 
that he should have a heart big and weak enough 
for the formation of intracardiac clots, with no 
previous history suggesting heart trouble. Ap- 
parently he had been doing hard, heavy work, 
and had nothing to keep him from doing so. 
Under those conditions one does not see why he 
should have renal infarction. 

The urine is compatible with acute nephritis, 
and so are the other factors like the retention of 
non-protein nitrogen and uric acid. That all 
ean go perfectly well with acute nephritis, but 
it is very unusual to have so much pain and 
tumor in acute nephritis. I do not see how at 
his age’we can suppose any malignant disease or 
hydronephrosis. 

Bilateral cystic kidneys could give hemorrhage 
in the urine and would explain the whole uri- 
nary picture as we have it here, the tumors that 
were felt, and the cardiac hypertrophy. I do 
not remember any case beginning so suddenly 
with pain, but one can perfectly well imagine 
that one of the hemorrhages which took place 
into the cysts of a cystic kidney might have been 
so placed as to cause pain. If that is true those 
cysts have been there a long time, presumably 
since birth, and did not come on, as it is sug- 
gested, they did, in the course of his stay in the 
hospital. 

The question remains, why did he die? He 
did not die of hemorrhage; he did not have 


| 
| 
| 
at 


Volume 197 
Number 9 


CABOT CASE RECORDS 


365 


enough hemorrhage for that. He seems to have 
died of uremia, and the fact that he could not 
pass any urine. Why should he so suddenly have 
been unable to pass any urine? Bilateral cystic 
kidney does not usually do that. But I suppose 
we can conceive that his kidneys have been grad- 
ually destroyed without his noticing it until 
hemorrhage put an end to him. 

On the whole that seems to me a better diag- 
nosis than infaret. Infarct seems a better diag- 
nosis than nephritis. Those are the three things 
we have to consider: acute nephritis, bilateral 
renal infarets, and congenital cystie kidneys 
with hemorrhage. Perhaps the reason those 
masses on each side were not felt in the begin- 
ning was because he was then too tender to feel 
them. I am sure they must have tried to feel 
them. They would not have omitted that exam- 
ination. 

A PHYSICIAN: 
what ? 

Dr. Casot: We have to suppose an intra- 
cardiac clot, and that is the real difficulty with 
that diagnosis. There is no good reason why he 
should have that. It is true he has a little en- 
largement, but no tremendous enlargement ac- 
cording to the X-ray. More than that, he has 
had no eardiae symptoms, In one position they 
got a presystolice murmur, and that I think I 
should have put more stress on than I have. I 
have never seen a case where we could get it in 
only one position. But assuming that it is there 
all the time and with a mitral stenosis, we have 
a reason for intracardiac clots. That is a good 
point. I should have thought more of that. 

A Puysician: Abdominal aneurysm ? 

Dr. Casot: Abdominal aneurysm at his age 
is not very common. He is young for it, but I 
have seen it as early as this. It ought to have 
given pain for a much longer period, not sud. 
denly appearing like this. And I do not see how 
we could account for no urine being secreted. I 
do not see how we can have an aneurysm big 
enough to compress both ureters without our 
being able to feel it. 

A Puysician: They felt masses in the flanks 
and not in the midline. 

Dr. CasBot: I think we can rule it out. 

A Puysician: They say the kidney shadow 
was normal in size. Does that mean stones? 

Dr. Casot: No, I do not believe so. I think 
they got the shadow of the kidney. And of 
course, if that is true, it cannot be congenital 
cystic kidney. 

A Puysician: Hypernephroma? 

Dr. Casot: We can have hypernephroma, I 
suppose, without their being able to tell anything 
by X-ray. But I have never seen urine like 
this—that is, practically no secretion of urine— 
with hypernephroma. 

Puysic1an: Does the quality of the pupils 
have any significance ? 

Dr. Casot: I can not make anything out of 
that. The difference in the dorsalis pedis might 


That would be infaret from 


casily be connected up with embolism of the leg 
arteries. But he did not show any gangrene. 

Miss Painter: The X-ray men thought the 
heart was of the mitral shape. 

Dr. Casor: That murmur on the whole makes 
me want to swing over to saying that there were 
bilateral massive renal infarcts in connection 
with a mitral stenosis or other valvular lesion. 
And if they were so big in the kidneys they 
must have been in the spleen and presumably 
other vessels too. 

A Puysician: How do you rule out bilateral 
tuberculosis of the kidney with hematuria? 

Dr. Casot: Tuberculosis of the kidneys rare- 
ly gives hematuria. It often gives pyuria. It 
always has a chronic course with bladder ‘symp- 
toms, and never such a urine as presented here, 
so far as I know. I think that can be ruled out. 

A Puysician: Would the heavy lifting have 
anything to do with the emboli? 

Dr. Casot: No, I believe the heavy lifting 
had nothing to do with it except so far as it 
might have helped to decompensate his heart. 
But I do not believe that either. I believe he 
happened to be lifting at the moment when in- 
farets occurred in his kidneys. 

On the whole: mitral stenosis, hypertrophy 
and dilatation of the heart, massive infarcts in 
both kidneys, presumably also in the spleen and 
other places is the best I can do. No nephritis, 
though of course that last is uncertain, because 
the same thing that gave him his mitral stenosis 
may have given him nephritis. 

A Puysictan: He had rheumatism as a child. 

Dr. CaBot: Yes, and that may have hit his 
kidneys as well as his heart. But on the whole 
I am inclined to think he has no nephritis. 


INTERPRETATION OF X-RAY 


The general appearance of the heart is that of 
mitral disease. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 
Acute nephritis. : 
DR. RICHARD C. CABOT’S DIAGNOSIS 


Mitral stenosis. 
Hypertrophy and dilatation of the heart. 
Bilateral massive renal infarcts. 


ANATOMIC DIAGNOSES 
1. Primary fatal lesion. 
Acute glomerulonephritis. 
2. Secondary or terminal lesions. 
Rheumatic heart disease—mitral stenosis. 
Acute pulmonary edema. 


Dr. Mauuory: It is a case of nephritis. Even 
postmortem I do not know which of the various 
conflicting statements in the protocol we should 
believe. The kidneys were greatly enlarged, 
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which certainly shows a mistake on the part of 
the X-ray people. Whether the clinical men 
really felt the kidney I am not sure, because the 
man was unusually powerfully developed. He 
was not fat but had an abdominal rectus mus- 
cle 2 em. thick, and it would have been a ter- 
rible task to have felt his kidneys. They weighed 
about 600 grams, nearly twice normal. The cap- 
sules stripped pretty readily, leaving fairly 
smooth surfaces. No definite hemorrhages could 
be made out but the glomeruli were very prom- 
inent. The cortex measured ten to eleven mil- 
limeters in thickness, considerably widened. 

Histologically the kidneys present a classical 
picture of the proliferative capsular type of 
nephritis. The capsular spaces are almost en- 
tirely obliterated; the capsular epithelium has 
proliferated to form the typical ‘‘half-moons.*’ 
We have caught the process just at the end of the 
first stage or the beginning of the second, as one 
chooses to look at it. Active proliferation of 
epithelium has ceased. Fibroblasts are begin- 
ning to organize ‘‘half-moons’’ and the con- 
tracted partially necrosed glomerular tufts. The 
tubules show dilatation, perhaps compensatory, 
but are otherwise still uninvolved. There are no 
secondary changes in the vessels. 

_ The spleen was enlarged, weighing 300 grams. 
It is possible that that was one of the masses felt, 
although a 300-gram spleen is usually not feit. 
The liver was a little enlarged,—2200 grams. 

The heart did show mitral stenosis of a rela- 
tively mild degree. The aortic valve also showed 
some adherence of the cusps but I think no def- 
inite functional interference. 

The lungs showed acute terminal pulmonary 
edema. The peritoneal cavity contained abont 
two liters of fluid, and there was considerably 
more edema present than there is evidence of 1): 
the record. The man had been in bed for some 
little time, and had no edema of the ankles, the 
point which one ordinarily examines for pitting. 
All his tissues, particularly over the back of the 
sacrum and the thighs, were markedly wet and 
edematous. It is rather difficult to estimate. I 
should think he had probably fifteen to twenty 
pounds of edema there. 

Dr. CaBot: Were there any infarets at all? 

Dr. Matuory: No, no infarets in the heart. 

Dr. CasotT: Have you any idea what was the 
cause of the pain in his back? 

Dr. Mautory: I am not sure. The kidneys 
were very much larger than we ordinarily see 
them, and whether it is possible that the disten- 
tion of the kidney capsule was sufficient to cause 
all the pain in his back I am not quite sure. 
That is the only explanation I have. 

A Puysician: Have you any explanation of 
the low blood pressure in chronic nephritis? 

Dr. Mattory: We can have chronic nephritis 
with edema and a low blood pressure. I think 
it is a distinct error in the clinical record not 
to recognize that the patient had edema, as it 


was really quite obvious in the body post mor- 
tem. My guess is that they had simply not ex- 
amined in the right places. He had no swelling 
in the legs, but he had marked swelling of the 
dependent portions. 

Dr. Casot: Was this a chronic or an acute 
nephritis ? 

Dr. Mattory: It is just about at the stage 
where it changed from an acute to a subacute. 
We can call it whichever we like. 


CASE 13352 
STUPOR AND FEVER FOR THREE DAYS 
MEDICAL DEPARTMENT 


A Canadian plumber twenty-one years old 
entered October 7 complaining of headache and 
chills. 

Until three days before admission he felt per- 
fectly well. On the morning of October 4 he 
got up feeling stuporous and not quite himself. 
He did his work in the morning, but in the after- 
noon was obliged to go to bed, feeling chilly, 
feverish and weak. That night he had a severe 
shaking chill, a cold sweat and a few sharp 
momentary pains in his abdomen, not localized. 
The following morning he was much better, but 
was not allowed to get up. In the afternoon he 
had another chill and more abdominal pains, and 
that night another severe sweat. Since the onset 
he had had severe headache localized to the top 
of the head. 

His father died of heart disease ; otherwise his 
family history is unimportant. 

He had measles, pertussis, mumps and diph- 
theria in childhood. He had occasional sore 
| throats with winter colds and occasional cough 
with a moderate amount of green thick sputum, 
but no chronic cough. His best weight was 160 
pounds, his usual and present weight 157 
pounds. He denied venereal disease. 

Clinical examination showed a well nourished, 
rather stuporous young man with flushed face 
and very hot, moist skin. The tonsils were red 
and ragged but not enlarged. There was no evi- 
dence of enlargement of the heart. The sounds 
were distant, of poor quality, the action normal. 
No murmurs. Aortic second sound accentuate. 
Blood pressure 130/90. Abdomen flat, held 
quite rigid; no pain, tenderness or mass. Liver 
dullness at the sixth space, nipple line. Liver 
edge and spleen not felt. 

Urine 30 to 100 ounces, specific gravity 1.010 
to 1.022, cloudy at 9 of 16 examinations, alkaline 
at 2, no albumin or sugar. Sediment, occasional 
to rare leucocytes twice, no red blood corpuscles 
or casts. Blood: 4,000 to 7,000 leucocytes to 
November 6, afterwards 6,800 to 9,350; polynu- 
clears 72 to 74 per cent.; hemoglobin 90 to 65 
per cent., reds 5,896,000 to 4,650,000. Stools: 


guaiac very strongly positive at 1 of 16 examina- 
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tions, negative at all others, no macroscopic 
blood. Wassermann negative. Two Widals 


negative. 
Temperature 99° to 104° until November 8. 


Pulse 60 to 120. Respirations 18 to 35. 
The patient was prostrated and complained of 
constant dull frontal headache. 


DISCUSSION 
BY RICHARD C. CABOT, M.D. 
NOTES ON THE HISTORY 


1. ‘‘On the morning of October 4 he got up 


feeling stuporous and not quite himself.’’ It 
says nothing about illness the night before, so 
that the whole duration is under three days. 

2. The present illness shows evidence of some 
infection. There is nothing in the history to 
make clear what infection, and there is nothing 
in the past history to help us. 


NOTES ON THE PHYSICAL EXAMINATION 


After reading the physical examination we can 

say that in addition to the presence of infectious 
disease we have evidence of one of those which 
causes stupor, and they are not very numerous. 
First you have meningitis, then streptococcus 
sepsis, sleeping sickness, some cases of pneumo- 
coccus disease with or without pneumonia; ty- 
phus, and possibly typhoid. In this part of the 
world that is all I think of that are at all prob- 
able. I see nothing in the heart examination to 
make us think of the form of streptococcus sepsis 
ealled acute endocarditis, which might begin 
otherwise in this way. 
_ He had continuous fever, never touching nor- 
mal, and running mostly between 102° and 104°. 
The other striking thing about him is his rela- 
tively slow pulse, running along at 90 in spite of 
a temperature of 104°. Most fevers with a tem- 
perature of 104° have a much higher pulse 
count. The respiration also is surprisingly slow. 
There is a good output of urine. 


DIFFERENTIAL DIAGNOSIS 


This case has not come to necropsy, but some- 
body must know its outcome or we should not be 
here discussing it. Therefore we will work as 
though it did come to necropsy. We have.a con- 
tinued fever lasting for a month or more, occur- 
ring in the autumn, with a negative physical 
examination, apparently no palpable spleen, and 
no rose spots. The patient was dull or stupor- 
ous, with headache throughout. 

1. Can that be meningitis? I think not. The 
only thing that really suggests it is th: stupor. 
He ought to have not a dull but a severe head- 
ache, with signs in his neck and legs, which are 
not mentioned, presumably absent. They have 
not tapped the spinal canal. He had a lower 
white count than I have ever seen in ordinary 


septic types of meningitis. The leucocyte count 


could go with tuberculous meningitis, but in that 
you almost always get cranial nerve disturb- 
ances, and not so high or so continuous a fever. I 
think meningitis can be ruled out. 2 

2. Streptococcus sepsis. It kills in a shorter 
time than this if it is an acute generalized strep- 
tococcus septicemia, without any more of a focus 
of infection than is shown here. I think it can 
be ruled out. 

3. We have nothing to make us think of 
pneumococcus infection. 

4. Sleeping sickness. If the description is 
accurate, and I assume it is, it is not the charac- 
teristic picture of sleeping sickness. We cer- 
tainly have had nothing in the history or 
physical examination to suggest cranial nerve 
disturbances, which almost always occur in 
sleeping sickness,—none of the choreiform mo- 
tions of the hands and other muscles, and the 
mental state is not characteristic. I think it 
can be ruled out. 

5. Typhus. I have seen only about a dozen 
eases of typhus. All the cases that I have seen 
have had some kind of rash and have shown 
something in the eyes, conjunctivitis ordinarily. 
The patients are stuporous and the physical ex- 
amination otherwise negative. One point against 
its being typhus is that presumably we have 
made the diagnosis here without necropsy. I do 
not believe it can be surely made without nec- 
ropsy. Therefore I do not believe this is typhus. 
That is a rather indirect method of reasoning, 
but I think it is proper here. The most impor- 
tant point is the absence of any rash, and the 
general rarity of this disease hereabout. 

A Stupent: It would not last so long as this, 
would it? : 

Dr. Casotr: I think it could last as long as 
this, though most cases begin to get well on the 
seventeenth to the twenty-first day. 

6. I do not see any diagnosis better than 
typhoid. It is true that two Widals were nega- 
tive, but we must never rest a diagnosis (or ex- 
clude one) on any one sign. The absence of the 
Widal does not seem enough reason to exclude 
typhoid. 

The stupor is deeper than that usual in ty- 
phoid, but it is possible. The white count and 
the pulse count are strongly suggestive. Pal- 
pable spleen and rose spots are absent in a good 
many cases, although present in the majority. 

A Srupent: Do you think they would have 
done more Widals if they had suspected typhoid ? 

Dr. Casot: That is a good point. But they 
may have done a blood culture. They may have 
found something in that way and so gone no 
further. 

Dr. Tracy B. Mauuory: Cultures were taken 
on the third and tenth days of the disease. __ 

Srupent: Why is that liver at the sixth 
space ? 

Dr. Casot: I do not know. But we do not 
need to know, do we? The variation is so slight. 
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A Srupent: It seems to me it is abnormally 
low. At the same time he has been spitting a 
greenish sputum. Does it bear any relation? 

Dr. Casot: Abscess of the liver ? 

A Stupent: I was thinking of subdiaphrag- 
matic abscess. 

Dr. Casot: Have you ever seen or read of a 
case of subdiaphragmatic abscess with no pain 
and no leucocytosis, and so low a pulse count and 
so steady a temperature? I never have. Liver 
abscess is a rare thing here except when we have 
had gall-stones or appendicitis. 

Dr. Mauuory: The white counts are rather 
interesting. On admission the leucocytes were 
6,500, then on successive days after that they 
were 5,800, 4.800, 7,000, 6,400, 5,600, 5,800, 4,600, 
5,000, 5,900. 

Dr. Caspot: They are low counts. 
them in few fevers except typhoid. 

A Stupent: Is it possible for influenza to 
extend so long? 

Dr. Casot: No, I think not. 

Is there any form of tuberculosis that can do 
this? 

A StrupEnt: Acute miliary. 

Dr. Casot: Acute miliary of course can run 
its course almost without physical signs. 1 do 
not remember any case lasting as long as this. 
Acute miliary is a very acute disease, and if it 
is one of those border-line cases with large no- 
dules generally we find something by X-ray in 
the lung. Unless it is acute miliary, I can think 
of no form of tuberculosis with a fever as long 
as this and no physical signs. 

I come back to my old rule: long fevers— 
three ; if you can exclude two it is the other one. 
I think we can exclude tuberculosis. 1 think we 
can exclude sepsis. Hence I think it is the other 
one, typhoid. 

Dr. Mauuory: Blood cultures did show ty- 
phoid on the thirteenth day. No Widals were 
done after that. The Widals were stopped just 
about the time that there was some chance of 
their being positive. lf they had run it on the 
fifteenth day they might have found it. 

Dr. Casot: No spleen, no rose spots, and 
nothing else in particular in the physical exam- 
ination. We made the diagnosis on the type of 
fever, the pulse, the leucocyte count and the gen- 
eral symptoms, but not any other physical sign. 


We get 


LATER NOTES . 


For eleven days the patient continued in about 
the same condition. After October 20 he had 
no more headache and gained strength. He con- 
tinued to run a gradually decreasing tempera- 
ture until November 9. After that it was nor- 
mal except for elevation of a fraction of a degree 
on three occasions. By November 25 three speci- 
mens of urine and three of stools had been re- 


ported negative. 


November 28 ig- 


DIAGNOSIS 
Typhoid fever. 


THE UNITED STATES WILL BE REPRE. 
SENTED AT THE SANITARY CONFER. 
ENCE IN PERU 


DELEGATES have been appointed by the auth- 
ority of the President to represent the United 
States at the Eighth Pan American Sanitary 
Conference which will assemble at Lima, Peru. 

The names of the delegates are as follows: 
Surgeon-General Hugh S. Cumming, Surgeon 
B. J. Lloyd and Suregon J. D. Long. The meet- 
ing will be held October 12, 1927. 


AN INVITATION TO JOIN 


THe American National Red Cross will hold 
its Eleventh annual Roll Call from Armistice 
Day through Thanksgiving—November 11-24— 
when all are cordially invited to become mem- 
bers of this great organization. Membership 
dues paid at that time maintain the work of the 
Red Cross—local, national and international— 
throughout the coming year. 


TYPHOID FEVER IN MONTREAL 


At last the Montreal typhoid fever outbreak is ex- 
plained. Until the United States Public Health Serv- 
ice sent a board of officers to survey the situation in 
Montreal an adequate explanation for the greatest 
typhoid outbreak of modern times had not been forth- 
coming. 

We were told that the outbreak was traced to milk. 
We were told also that the milk had been pasteurized, 
and that the pasteurization process had been properly 
carried out by heating the milk to an effective tem- 
perature and keeping it hot a sufficient time to kill 
the germs of typhoid fever. We were told that after 
the March outbreak had apparently subsided there 
was a secondary outbreak in May. Accustomed as we 
are in Connecticut to the careful supervision of pas- 
teurization and thoroughgoing measures for the con- 
trol of disease outbreaks we could not understand 
how such things could happen. 

But the board of officers from the United States 
Public Health Service invited to investigate by the 
Canadian authorities solved the problem. Their prob- 
lem report published in Public Health Reports for 
July 2 states that “the preponderance of evidence is 
that a very considerable proportion of the infected 
milk was passed through and distributed from the 
plant without being subjected to pasteurization treat- 
ment.” Thus the secret is out. The milk that dis- 
tributed typhoid infection was not pasteurized at all 
but was sold raw. 

The report also contains the recommendation, “That 
State and local health officials and other persons con- 
cerned be advised that Montreal is not now, from a 
typhoid fever standpoint, a comparatively safe city 
for tourists from the United States to visit and is 
not likely to be such for months yet to come, unless 
local health service in the city of Montreal and the 
vicinity thereof promptly is made much more nearly 
adequate than it now is.’’—Bulletin of the Connecticu! 
State Department of Health. 
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POLIOMYELITIS 


From the reports of the Public Health officials 
the dreaded disease of late August and Septem- 
ber, infantile paralysis, is again making itself 
very evident in this community. There have 
been numerous endemic outbreaks in the last few 
weeks. When such a contagious disease is in the 
community, every physician, and _ especially 
every general practitioner, should be on the out- 
look for it. Poliomyelitis is likely to appear 
anywhere, unexpectedly, and, because neither 
the cause nor the mode of transmission is known, 
we are greatly hampered by our own ignorance 
in keeping the number of cases confined to small 
figures. It must be perfectly obvious to all of 
us that early diagnosis with adequate isolation 
are the two means at our disposal by which we 
can control poliomyelitis. 

There are only two points of importance in re- 
gard to the early diagnosis: the clinical symp- 
toms and the changes in the spinal fluid. The 
earliest symptoms are: slight fever, malaise, 
headache, stiff neck, and tenderness of the ex- 
tremities, occurring usually in patients under 
twenty years of age. Under these circumstances 
the disease should be strongly suspected and the 
suspicions should be confirmed by an examina- 


tion of the fluid from the subarachnoid space. 
The latter procedure is essential and, in our 
opinion, ought to be done in every case. The 
technique of lumbar puncture, therefore, should 
be familiar to everyone in the general practice 
of medicine. It is not difficult to learn and, pro- 
vided the fluid is correctly drawn, only a few 
tests are needed to establish the diagnosis. One 
must warn the physician, however, against the 
common pitfalls of lumbar puncture: blood in 
the spinal fluid obtained by imperfect technique 
in tapping the spinal canal, dirty test-tubes, 
spinal fluid infected from organisms contained 
in the test-tubes, and carelessness on the part of 
the physician in making his own examination. 
Every doctor should learn to estimate with a 
manometer the pressure of the fluid, and more 
important still, should examine the fluid and 
count the cells himself unless he can send it very 
promptly to a nearby laboratory. With the cell 
count and the pressure readings at hand the most 
important part of the examination of the spinal 
fluid has been accomplished. These two tests 
can, moreover, be easily done by the physician 
himself without the aid of a laboratory. The 
pressure is usually increased in poliomyelitis to 
slightly over 200 mm., while the cells range from 


| 50 to 200 lymphocytes, with an occasional poly- 


nuclear. 

After the diagnosis has been made, the ques- 
tion of treatment at once arises. It would seem 
best to isolate all cases, although this does not 
mean that patients should be sent to an isolation 
hospital. There is no reason, so far as we know, 
why they should not be kept at home, in a single 
room, or in the wards of a hospital, screened off 
from the other patients. There is evidence ac- 
cumulating that the disease is transmitted by so- 
ealled ‘‘carriers’’ and therefore visitors should 
be restricted during the period of sickness. 
Other children in the family, or those likely to be 
exposed, should be isolated also. The incubation 
period is from two to ten days. Many feel that 
isolation for a week will cover all ordinary cases. 

The care of the paralyzed extremities is quite 
another matter. At the start every effort should 
be made to put the muscles in a fairly neutral 
position so that the antagonistic muscles will not 
eause over-stretching. Massage should not be 
instituted until the tenderness has disappeared 
from the arms and legs. Cases showing difficulty 
in breathing or swallowing offer the greatest 
difficulties. It is thought best not to try intuba- 
tion, but feeding should be by rectum and sub- 
pectorally. Rest in bed is necessary, 1 the 
average case, for from six weeks to three months. 
If there is any doubt in the minds of practition- 
ers about the diagnosis, the services of the State 
Health Department, or the County Health Offi- 
cer, should be requested. The watchword should 
be: Let no undiagnosed case presenting symp- 


toms suggestive of infantile paralysis go without 
to clear up the 


every possible effort being made 
uncertainty. 


Rew Hunt, M.D. 
Francis W. Peasopy, M.D. 
JOHN P. SUTHERLAND, M.D. 
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COMMENT ON THE LETTER OF A 
CORRESPONDENT 


THE editorial in Motor Life referred to by 
our correspondent on page 371 is under the cap- 
tion ‘‘You Don’t Have To Be Afraid To Go To 
Canada’’ and asserts that ‘‘ propaganda has ac- 
quired an unhealthy reputation chiefly because 
it has been used to further the cause of the un- 
scrupulous, the intolerant, or the hypocritical.’’ 
It then goes on to sympathize with our Can- 
adian neighbors who ‘‘have a right to feel of- 
fended and indignant.’’ 

Perhaps Motor Life may not know that the 
number of cases of typhoid fever in Montreal 
ran into several thousands with a considerable 
loss of life and that the United States felt war- 
ranted in sending representatives of the United 
States Public Health Service to Montreal to 
study the situation and offer such assistance as 
might be acceptable in the presence of an epi- 
demic which seemed to have been too big a job 
for the local officials. The United States Health 
authorities did not regard the situation as so un- 
important as does Motor Life. We prefer to 
accept the verdict of scientists rather than that 
of Motor Life which in its own field is a reput- 
able publication. 

So far as our correspondent refers to Chris- 
tian Science we present the following thoughts: 

The followers of Mary Baker Eddy present a 
peculiar problem to health authorities and psy- 
chologists which is at present unsolved. They 
include a considerable number of estimable citi- 
zens who are, we believe, incapable of correctly 
estimating the importance of scientific medicine, 
and like many groups of those who do not en- 
dorse the views of the majority use their in- 
fluence in opposition to the teachings of real 
scientists. Much of this propaganda is based 
on the evidence of the failure of human intelli- 
gence to meet all of the disasters which afflict 
- the race without adequate appreciation of the 

great service which medicine is rendering to hu- 
manity. As we see it our opportunity consists 
in the wisest and most diligent demonstration 
of public health and therapeutic service to the 
end that knowledge will eventually displace 
error. 

We naturally chafe under the injustice of 
that ignorance which interferes with the saving 
of life and prevention of suffering, but erron- 
eous beliefs are not restricted to the problems 
of medicine. They are found in other depart- 
ments of human activity. When this was written 
the administration of justice under our laws was 
seriously menaced, there are wide differences 
of opinion with respect to governmental poli- 
cies and even religion may be the cause of bitter 
dissensions so that life seems to present intricate 
questions of right and wrong which the human 
mind has not solved. 

We may, however, take great comfort in com- 


paring the present with past conditions, Lifo 
18 more sacred and comfort of body and mind 
18 more generally enjoyed. Many of the fan- 
tastic beliefs of the past are only matters of his- 


tory, and if doctors will be courageous and pa- 


tient, and individually and collectively demon- 
strate the best possible service to 
ror, so far as it applies to physical and mental 
disorders, will be less in evidence. The millen- 
ium is still a matter of future tense but we can 
contribute to the sanity of future generations 
by doing our bit today. 


THIS WEEK’S ISSUE 


Contains articles by the following named 
authors : 


Lorp, FREDERICK T. A.B., M.D. Harvard 
1900, Visiting Physician to the Massachusetts 
General Hospital and Faculty Instructor in 
Clinical Medicine at the Harvard Medical 
School. His subject is: ‘‘The Diagnosis and 
Treatment of Acute and Chronic Non-Tubercu- 
lous Pulmonary Suppurative Lesions.’’ Page 
332. Address: 305 Beacon St., Boston. 


Emery, Epwarp S., Jr. A.B., M.D. Harvard 
Medical School 1920. Assistant in Medicine at 
Harvard Medical School, Junior Associate at 
the Peter Bent Brigham Hospital. Address: 520 
Commonwealth Ave., Boston. Associated with 
him is: 

Monrok, Rosert T. A.B., M.D. University of 
Michigan Medical School 1924, Associate in 
Medicine at the Peter Bent Brigham Hospital 
and Harvard Medical School. They write on: 
‘*Radiographic Abnormalities of the Ileo-cecal 
Region with a Discussion of Their Interpreta- 
tion.’’ Page 337. Address: Peter Bent Brig- 
ham Hospital, Boston. 


PAULLIN, JAMES E. B.A., M.D. Johns Hop- 
kins School of Medicine 1905, Professor of Clini- 
eal Medicine at Emory University School of 
Medicine. Address: 1010 Medical Arts Bldg., 
Atlanta, Ga. Associated with him are: 

Davison, Haun M. M.D. Emory University 
School of Medicine 1915. Address: Doctors 
Bldg., Atlanta, Ga., and 

Woop, R. Huan. M.D. Medical College of Vir- 
ginia 1921. They write on: ‘‘The Incidence of 
Syphilitic Infection Among the Negroes in the 
South, Its Influence in the Causation of Dis- 
ability and the Methods which are Being Used 
to Combat this Infection.’’ Page 345. Address: 
Grady Memorial Hospital, Atlanta, Ga. 


Swarm, Lorine T. A.B., M.D. Harvard 1909, 
Orthopedic Surgeon to Robert Breck Brigham 
Hospital, New England Baptist Hospital and to 
Out-Patients Massachusetts General Hospital, 
Instructor of Orthopedic Surgery at Harvard 
Medical School. Address: 372 Marlboro St., 
Boston. Associated with him is: 
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ert Breck Brigham Hospital. They write on: 
‘“Studies of Basal Metabolism in Chronie Arth- 
ritis.’’ Page 350. Address: 483 Beacon St., 


Boston. 


Leake, Cuauncey D. Litt. B., Princeton 
1917, Ph.D. University of Wisconsin, 1923. For- 
merly in Department of Physiology at Univer- 
sity of Wisconsin, Now Associate Professor of 
Pharmacology but on leave of absence to be Lec- 
turer in Pharmacology at the University of Cal- 
ifornia. His subject is: ‘*Percival’s Medical 
Ethies.’”’ Page 357. Address: Budd Hall, 
Berkeley, Calif. 


CONNECTICUT OF HEALTH 


MorsBipity REPORT FOR THE WEEK ENDING 
Avcust 13, 1927 


Diphtheria 33 Chickenpox 15 
Last week 17 Encephalitis, epidemic 2 
Diphtheria bacilli Malaria 2 
carriers Mumps 1 
Scarlet fever 8 Paratyphoid fever 2 
Last week 10 Pneumonia, lobar 5 
Measles 6 Poliomyelitis 8 
Last week 19 Septic sore throat 1 
Whooping cough 33 Tuberculosis, pulmo- 
Last week 47 nary 
Typhoid fever 3 Tuberculosis, other 
Last week 1 forms 2 
Bronchopneumonia 6 Gonorrhea 32 
Cerebrospinal menin- Syphilis 24 
gitis 
CORRESPONDENCE 


A CRITICISM OF AN EDITORIAL IN MOTOR LIFE 


F. H. Gile, M.D. | 
420 Washington Street 


Braintree, Mass., August 16, 1927. 


Editor, Boston Medical and Surgical Journal: 


Motor Life, in the August issue, printed the en- 
closed editorial. I wrote the editor as follows: 

“Your astonishing editorial, ‘You Don’t Have to Be 
Afraid to Go to Canada,’ makes one wonder if you 
are not using the weapon (propaganda) that you 
condemn. It would fit nicely into some Christian 
Science journal. 

“If I am wrong in my suspicions, possibly the en- 
closed clipping from the Journal of the American 
Medical Association (editorial from July 30 issue) 
may set you right. This magazine goes only to physi- 
cians and can hardly be accused of trying to influence 
the public. 

“Should any autoists go to Montreal on the strength 
of your editorial and while there contract typhoid, 
your responsibility will be heavy. 


“Respectfully, 
“F. HERBERT GILE.” 


Now this brings up the question as to our attitude 
toward the Eddyites. What should be the position 
of a physician when dealing with them? I find it 
hard to remain inactive. 


Respectfully, 
F. HERBERT GILE. 
*See comments in the editorial on page 370. 


Dr. Hacorran has moved from Bos- 
ton to 2423 Inyo St., Fresno, Calif. 


A PHYSICIAN IS NEEDED IN SEARS. 
MONT, MAINE 


Dr. A. 8. Beae, Dean of Boston University 
School of Medicine, has received the following 
appeal for a doctor to locate in Maine: 


P. O. Morrill, Me., R. F. D. 2. 
Searsmont, Me., Aug. 22, 1927. 
Dean of Boston University Medical School, 
Boston, Mass. 
Dear Sir: 

We are in need of an M.D. to locate in this 
village, which is, ten miles from Belfast and 
twelve miles from Camden and Union. There 
is no doctor in‘any of the adjoining towns. 

We pay a bonus of $600 per year. Any assist- 
ance you can be to us will be greatly appre- 
ciated. Yours respectfully, 

©. H. CunnineHam, 
Health Officer 


UNITED STATES PUBLIC HEALTH SERVICE 
CHRONOLOGICAL. List OF CHANGES OF DUTIES AND STA- 

TIONS OF COMMISSIONED AND OTHER OFFICERS OF THE 

UnitTep STaTEs Pustic HEALTH SERVICE 

Avcust 17, 1927 

Assistant Surgeon B. J. Macauley—Relieved from 
duty at New Orleans, La., and assigned to duty at. 
U. S. M. H. No. 82, Norfolk, Va.— August 3, 1927. 

Sanitary Engineer R. E. Tarbett—Directed to pro- 
ceed from Pine Bluff, Ark., via Norfolk, Va., to Wash- 
ington, D. C., for conference at the Bureau August 16 
—August 9, 1927. 

Professor Carl Voegtlin—Directed to proceed on 
August 10 from Washington, D. C., to Woods Hole, 
Mass., and New York City, and return, in connection 
with field investigations relating to the public health 
—August 10, 1927. 

Chief Pharmacist R. E. Knouse—Directed to pro- 
ceed from San Francisco, Calif. to San Diego, Calif., 
and return, for temporary duty at Relief Station No. 
323—August 10, 1927. 

Surgeon Carl Michel—Relieved from duty at Seattle, 
Wash., and assigned to duty at Little Rock, Ark., in 
connection with flood work. Also directed to proceed 
from Little Rock, Ark., to such places in the State 
of Arkansas as may be necessary, and return, in con- 
nection with such work—August 11, 1927. 

Assistant Surgeon G. G. Holdt—Relieved from duty 
at San Francisco, Calif., and assigned to duty at Unit- 
ed States Quarantine Station, Angel Island, Calif.— 
August 11, 1927. 

Surgeon A. J. McLaughlin—Detailed to represent 
the Service at ‘the Diamond Jubilee Meeting of the 
American Pharmaceutical Association to be held in 
St. Louis, Mo., August 23-27—August 12, 1927. 

Assistant Surgeon General S. B. Grubbs—Bureau 
orders of July 22, 1927, amended so as to authorize 
him, before returning to his station at Washington, 
D. C., to proceed to Seattle, Wash.; Portland, Ore.; 
San Pedro, Calif.; Nogales, Ariz.; El Paso, Tex., and 
to such other places as may be necessary in their 


-| vicinity for the purpose of making inspection of quar- 


antine and immigration activities—August 13, 1927. 
H. S. Cummine, Surgeon General. 
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REPORTS AND NOTICES OF 
MEETINGS 


CLINICAL CONGRESS 


Tue Clinical Congress of the Connecticut 
State Medical Society will be held in New Hav- 
en, September 20th, 21st and 22d, 1927. 

The advance program ‘is as follows: 

The hours scheduled are Daylight Saving 
Time. 

PROGRAM 


The opening session of the Congress will be 
held in Sprague Memorial Hall at 10:00 A. M., 
Tuesday, September 20th; Dr. D. Chester 
Brown, President of the Congress, presiding. 

10:30 A.M.—Surgery of the Gall Bladder. 
John F. Erdman, Professor of Surgery, New 
York Post Graduate Medical School. 

11:30 A. M.—Drug Rashes. Fred Wise, Pro- 
fessor of Dermatology and Syphilology, New 
York Post Graduate Medical School. 

2:00 P. M.—Syphilis of the Liver. Thomas 
McCrae, Professor of Medicine, Jefferson Medi- 
cal College. 

3:00 P. M.—Syphilology of Every-day Medi- 
cal Practice. John H. Stokes, Professor of 
Dermatology and Syphilology, University of 
Pennsylvania. 

4:00 P. M.—Caesarean Section—Its Indica- 
tions and Its Dangers. J. Whitridge Williams, 
Professor of Obstetrics, Johns Hopkins Medical 
School. 

7:00 P. M.—Dinner at the New Haven Lawn 
Club. Medical Education. William C. Rappley2, 
Director, Commission on Medical Education. 


WEDNESDAY, SEPTEMBER 21ST 


8:30 A. M.—Vaccination (with demonstra- 
tion). James P. Leake, Surgeon, United States 
Public Health Service. 

‘9:30 A. M.—Common Foot Conditions. Frank 
R. Ober, Instructor in Orthopedic Surgery, Har- 
vard Medical School. 

10:30 A. M.—Siqnificance of Chronic Sinus 
Infection. Ross H. Skillern, Professor of Laryn- 
gology, Graduate School of Medicine, University 
of Pennsylvania. 

11:30 A. M.—Asthma—Its Classification and 
Treatment. Francis M. Rackemann, Assistant 
in Medicine, Harvard Medieal School. 

2:00 P. M—Surgery of the Large Intestine. 
Eugene H. Pool, Professor of Clinical Surgery, 
College of Physicians and Surgeons, Columbia 
University. 
~ 3:00 P. M.—Clinical Picture Produced by 
Obstetrical Injuries to the Spinal Cord. Bron- 
son Crothers, Instructor in Neurology, Harvard 
Medical School. 

4:00 P. M—Eye-Grounds and Their Diagno- 
sis—George E. de Schweinitz, Professor of 
Ophthalmology. Graduate School of Medicine, 
University of Pennsylvania. 


7:00 P. M.—Dinner at the New Haven Lawn 
Club. Socialization of Medical Practice. Morris 
Fishbein, Editor, Journal of the American 
Medical Association. 


THURSDAY, SEPTEMBER 22D 


8:30 A. Mi—Newer Industrial Toxic Hazards. 
Frederick B. Flinn, Professor of Physiology, 
Columbia University. 

9:30 A. M.—Mouth Infections and Their Re- 
lations to Physical Disability. Leroy M. S. 
Miner, Professor of Clinical Oral Surgery, Har- 
vard Medical School. 

10:30 A. M.—Use of Iodine in Thyroid Dis- 
ease. Charles G. Heyd, Professor of Surgery, 
New York Post Graduate Medical School. 

11:30 A. M.—Psychological Factor in Medi- 
cine. Bernard Hart, Lecturer in Psychiatry, 
University College Hospital Medical School, 
London, England. 

2:00 P. M—Treatment of Chronic Nephritis. 
Frederick M. Allen, Medical Director, The 
Psychiatric Institute, Morristown, N. J. 

3:00 P. M.—Treatment of Gonorrhoea. Ed- 
ward L. Keyes, Professor of Urology, Cornell 
Medical School. 

4:00 P. M.—Management of Minor Injuries. 
John J. Moorhead, Professor of Surgery, New 
York Post Graduate School. 


The fee for the Congress this year is Five 
Dollars. This fee includes admission to all ses- 
sions of the Congress, a copy of the abstracted 
papers presented and garage accommodations. 
It does not include the use of the rooms in the 
dormitory which are charged for at the rate of 
$2.00 per night, or any meals. 


REGISTRATION 


Address all inquiries regarding registration 
and accommodations to Dr. Creighton Barker, 
129 Whitney Avenue, New Haven, Conn. 


BULLETIN OF THE SOUTHERN 
MEDICAL ASSOCIATION 


THE Twenty-first Annual Meeting will be held 
in Memphis, Tennessee, November 14-17, 1927. 

Four days of scientific treat—two days de- 
voted to clinical sessions and two to section 
meetings—the same general plan as was so suc- 
cessfully carried out at the last annual meeting. 
Memphis with its large and progressive profes- 
sion, its medical school and numerous hospitals, 
and the most modern and complete convention 
Auditorium in the whole South and the greater 
part of the convention activities can be held un- 
der one roof insures the best of clinical facili- 
ties for the clinic sessions. 
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